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INTRODUCTION

On July 1, 2002, a collaborative effort between the Department of Health’s (DOH) Child and
Adolescent Mental Health Division (CAMHD) and the Department of Education (DOE) was launched
with the implementation of the Interagency Performance Standards & Practice Guidelines (IPSPG),
which became more commonly known as the Blue Book or Green Book depending on the color of the
cover, which represents the edition and year of publication.

The IPSPG is an integrated manual, jointly developed by DOH-CAMHD and the DOE, for use in the
development and provision of behavioral health/mental health services to students who a) have been
certified as qualifying under Individuals with Disabilities Educational Act (IDEA) for special education
services; and/or qualifying under Section 504 — Subpart D of the Rehabilitation Act of 1973; and who
are in need of related behavioral/mental health services to benefit from their free and appropriate public
education; and b) students who meet the eligibility requirements for the DOE/CAMHD Support for
Emotional and Behavioral Health (SEBD) program. These standards and guidelines are designed to
define service content standards, and to improve the efficiency and effectiveness of the school-based
behavioral health services and the array of intensive mental health services.

The DOE, through its Comprehensive Student Support System (CSSS) model (See Appendix A-1) and
School-Based Behavioral Health Program, provides a supportive educational environment for all
children by providing varying levels of support including prevention, risk-reduction, early intervention,
and specially designed Behavior Support Plans. SBBH program staff includes Behavioral Specialists,
School Counselors, School Social Workers, Clinical Psychologists and School Psychologists, who are
located within schools/complexes. They assist school teams in understanding students’ challenging
behaviors and disabilities and in developing strategies and supports to help students benefit from their
education. Parents, as members of the IEP/MP teams, participate in developing the IEP/MP goals and
objectives, Functional Behavioral Assessment and Behavioral Support Plans. School teams (IEP and
MP), work collaboratively with other SBBH program staff (School Psychologists, Clinical Psychologists,
Mental Health Supervisors, School Social Workers, and Psychological Examiners) to properly address
the student’s functioning and develop classroom strategies, as well as, behavioral supports and
interventions.

When more intensive supports and services are needed than the DOE can provide through its SBBH
Program or when a student is eligible for SEBD benefits, the DOH-CAMHD through its Branches
provides intensive case management services (also referred to as care coordination services). In
addition to the intensive case management services provided by the Mental Health Care Coordinator
(MHCC), CAMHD Branches are able to procure contracted services. As students who require the level
of services provided by CAMHD are often involved with other child-serving agencies (e.g. Department
of Human Services-Child Welfare Services, Family Court, DOH’s Developmental Disabilities Division
(DDD), Alcohol and Drug Abuse Division (ADAD), Maternal Child Health (MCH), Early Intervention
Program, Public Health Nursing branch; and DHS-Division of Vocational Rehabilitation), a coordinated
service planning process is used in guiding the intensive case management services provided by the
MHCC and in addressing all areas of need. All of these listed public agencies are invited to the CSP,
IEP meetings, Interagency Peer Review meetings, and District-level Quality Assurance meetings as
appropriate. State Quality Assurance Team meetings include representation from the Department of
Health- Child and Adolescent Division, DOH-Developmental Disabilities Division, DOH-Early
Intervention Program, Department of Human Services-Child Welfare Services, and Department of
Education. Other public agency representation on the Interagency Quality Assurance Committee is
continuously sought.
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This current manual is an updated version of the initial IPSPG, and is designed to define service
content standards and to improve the efficiency and effectiveness of the school-based behavioral
health services and the array of intensive mental health services. It is intended for use by both DOE
and DOH employees and contracted providers in developing individualized plans and providing
behavioral/mental health services for students/youth. The DOE developed Standards of Practice (SOP)
to assist staff when considering IEP/MP related behavioral/mental health services. Whereas, the SOPs
guide the process to assist in the determination of need for services, this manual defines the standards
and guidelines for those services.

Unless otherwise granted a written waiver from the Departments, all CAMHD and DOE
contracted provider agencies and their employees/subcontractors, are required to comply with
all elements of this manual when providing services. Contracted provider agencies must adhere
to the specific contracts which delineate additional detailed requirements for each of the
services.

If any of the performance standards or practice guidelines present a conflict with requirements of IDEA
or Section 504-Subpart D, then all federal regulations will supercede this manual.
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SECTION I: GENERAL PERFORMANCE STANDARDS
OVERVIEW

The General Performance Standards are requirements for all Department of Education (DOE)
School-Based Behavioral Health (SBBH) and Child and Adolescent Mental Health Division
(CAMHD) services, and apply to each of the specific services. They are set forth as a basis to
guide effective practices in the delivery of behavioral health supports and services for eligible
students/youth in the State of Hawar'i. In Hawai'i's integrated system, supports and services are
provided in accordance with all regulations as required by Individuals with Disabilities Educational
Improvement Act 2004 (IDEA)/Section 504 of the Individuals with Disabilities Act (504), and with
active involvement of families and communities in alignment with the Hawai'i Child and Adolescent
Service System Program (CASSP) principles (See Appendix B-1).

In order that students/youth receive the greatest benefit from services, the DOE and CAMHD intend
to utilize evidence-based treatment interventions and supports whenever possible. The
commitment to use evidence-based interventions is an important basic principle in a system that
strives to produce positive outcomes in an accountable way, and to continually update and improve
itself based on empirical evidence. In the “Evidence-Based Services (EBS) Committee Biennial
Report — Summary of Effective Interventions for Youth with Behavioral and Emotional Needs, Fall
2004” the CAMHD, the DOE, the University of Hawai'i, and community experts committed to a
process of continual literature review and regular updating of practice guidelines based on that
review. The Practice Guidelines are based on the most current information on evidence-based
interventions/treatments and are periodically updated as empirical support for evidence-based
interventions evolves over time.

All services are expected to comply with applicable Federal and State of Hawai'i Laws and
Administrative Rules. Contractors are expected to adhere to all performance standards, contractual
obligations, and official DOE and CAMHD policies and procedures.

A. ACCESS & AVAILABILITY

DOE and CAMHD are committed to providing timely service planning and access to an array of
services. DOE and CAMHD services, whether they are delivered by employees or contracted
providers, are expected to be initiated and provided in a timely and consistent manner, as guided by
the standards and practice guidelines defined in this manual.

DOE:

When parents or professional staff within educational setting believe a student is at risk or in need
of services or supports in order to reduce or eliminate emotional and/or behavioral barriers to
learning, they can refer the student by submitting a CSSS Request for Assistance Form to the
Student Service Coordinator (SSC) assigned to the school the student attends. The Request for
Assistance Form initiates the informal team process. The Core Team interventions and decision-
making may lead to a request for further evaluation, but that is not automatic. It is appropriate for
the team to begin to identify the function of a student’s behavior through an information gathering
process. (Itis not appropriate for the team to immediately refer for an emotional behavioral health
assessment, without going through an initial information gathering process.) Based upon that initial
information, interventions, and responses to interventions, referrals may be made for a more
comprehensive evaluation through the Request for Evaluation Form 101 (See Appendix A-23).
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The SSC assists the student and his/her family through the processes and procedures involved in
assessment, planning, service provision and, if needed, evaluation. The student’s primary
caregiver(s) are always included in each step of assessment, planning, and service provision.

The review of the information gathered during Functional Behavior Assessment process will allow
the school-based or interagency team to develop hypotheses regarding influences on the student’s
behavior and to develop a plan for support and intervention. The array of supports and strategies
that counseling, school-based behavioral health personnel and others will implement will include a
range of interventions from teacher consultation, accommodations and modifications of classroom
structures and procedures, through application of more intensive and specific behavioral
approaches for students with disabilities, and as necessary, a variety of clinical interventions.
(Refer to Heading F: DOE Referral Process)

SBBH services delineated in this document are delivered in accordance with an Individualized
Education Program (IEP) or in rare circumstances, a Modification Plan (MP) based upon decisions
of the team. DOE services are provided by DOE personnel; DOE contracted services are utilized
when necessary.

CAMHD:

CAMHD serves three (3) distinct populations as described below and eligibility determination as
well as service array varies according to type of eligibility. Youth may be eligible in more than one
(1) population category.

1. Educationally Supportive (ES) Services
Access for ES services is done through DOE and the IEP process for students whose complex
needs extend beyond their school-based educational program and whose community and home
environments require additional specific support via their IEP. Students who have been
identified as requiring intensive mental health services are enrolled with the CAMHD Branch
located in the school district of their home school. They are assigned a Mental Health Care
Coordinator (MHCC) at that time. The student may, and often will, continue to receive SBBH
services and supports in conjunction with the intensive services provided through the CAMHD
Branch. The service array for this population is in Section Il, Part C, Educationally Supportive
(ES) Services.

2. Support for Emotional and Behavioral Development (SEBD) Program Services
Access and determination of eligibility for SEBD services is through the SEBD referral process
(See Appendix B-7). The SEBD Referral form (See Appendix B-8) is submitted to the CAMHD
Branch within the youth’s home district. A determination of eligibility is then made. CAMHD
provides services to youth who meet the eligibility requirements for the SEBD program. These
services are based on team determinations of what each youth needs in order to improve
his/her emotional and/or behavioral functioning. They can receive all of their mental health
services through CAMHD. The service array for this population is described in Section I, Part
C, Educationally Supportive (ES) Services and Section Il, Part D, Support for Emotional and
Behavioral Development (SEBD) Program services.

3. Mental Health Only (MHO)
Access for these services most commonly occurs for youth who present within the juvenile
justice system. However, there are occasionally other youth who may also warrant time-limited
services. Youth, ages three (3) to eighteen (18) years, with emotional and/or behavioral
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challenges who are not eligible through either of the above two criterion groups (ES or SEBD),
but who are determined to be in need to mental health services by the CAMHD Medical
Director. These youth include those who have been found eligible for services under Section
504 of the Rehabilitation Act by their home school, uninsured youth, and youth with private
insurance but uncovered service needs. These youth may be serviced only within the general
funds legislatively appropriated and available after the ES and SEBD youth have been served.
The CAMHD Medical Director based on medical necessity determines the type and mix of
services provided.

B. COORDINATION

All DOE students and CAMHD youth will have their services coordinated by a care coordinator from
the respective department to ensure timely, appropriate and coordinated service delivery.

DOE:

Students served through DOE are assigned a Care Coordinator (CC) to facilitate access to
services. This CC arranges for timely implementation of all levels of service (with the exceptions of
emergency and urgent interventions) as guided by this manual.

The role of the CC is to serve as the central point of coordination and communication for eligible
students and their families within the context of the team model. The CC manages all aspects of
the IEP/MP, ensuring the delivery of services identified by the IEP/MP team. Services provided
through DOE will have a single CC. This CC will be identified after the completion of either the IEP
or 504 MP meeting. The CC will be a member of the student’s educational team.

CAMHD:

For youth served by CAMHD, the Mental Health Care Coordinator (MHCC) is responsible for
engaging the youth and family, referring the youth for appropriate services, maintaining contact with
the youth/family, ensuring the timely and efficient delivery of quality services, and continuous
monitoring of the effectiveness of interventions. The youth’s MHCC is responsible for convening an
initial Coordinated Service Plan (CSP) meeting within thirty (30) days of eligibility determination, or
immediately if the youth has immediate needs and assuring service delivery within 30 days of
identification for routine services. The MHCC coordinates regular home visits, school visits, and
community contacts as indicated in CAMHD P&P 80.702 “Care Coordination” (See Appendix B-2).
When appropriate, responsibilities also include coordination of care with Family Court, and
Department of Human Services and other state and community agencies. Contractors are
expected to participate in the CSPs when their involvement will help to inform effective planning for
individual youth. The MHCC is responsible for facilitating the integration, coordination, and
monitoring of behavioral health services across programs and domains and to initiate necessary
adjustments to services when needed through the team based process.

Contractors are responsible for coordination of services that are provided within their agency.
Coordination and communication are particularly important in settings where there is multiple staff
providing services for a youth. Contractors are also expected to coordinate efforts with the youth’s
school and community settings. Ongoing engagement, communication and coordination with
families are a necessary practice as families are an integral part of the therapeutic process.
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C. ASSESSMENTS

DOE and CAMHD believe that behavioral and clinical assessment procedures are selected based
on the complexity of the youth’s problem, as well as the judgment of those individuals working with
the youth during the initial stages of information gathering. Behavioral and clinical approaches are
designed to provide complementary information, and each draw from evidence-based strategies in
the identification and management of childhood behavioral and or mental health problems. The
superiority of any one method is not assumed; methods chosen should be based on the problems,
goals, and needs of the identified youth and shall begin with the simplest strategies first, unless
otherwise warranted. Each department uses a variety of tools to determine the interventions
needed. Recommendations describe and address the strengths and needs of the student/youth
and do not specify a particular service, service provider, and program or eligibility status.

DOE: Assessments

The type or sequence of initial assessments that a youth receives should be based on an initial
gathering of information and a team decision regarding the complexity of the youth’s problem and
the need for particular types of information.

1. Psychoeducational Assessments
Psychoeducational Assessments include observing, interviewing, and collecting data from a
variety of sources to be included in the decision-making process. These sources may include
both traditional and alternative assessment strategies, a variety of psychological, cognitive, and
educational assessment methods validated for the problem area under consideration, including
formal and informal test administration, behavioral assessment, curriculum-based
measurement, interviews, and ecological/environmental assessment.

2. Functional Behavioral Assessments (FBA)
FBAs are necessary components to serving students with challenging behaviors. A timely and
comprehensive FBA is completed prior to planning and implementation of supports and
services. An FBA allows for an assessment of the reasons for behaviors as well as suggestions
for ways to adequately and effectively address these behaviors. FBA is a process with ongoing
behavioral assessments regularly conducted to address significant changes, current status, and
consequent recommendations.

Following referral, a school-based student support team will be convened to plan and implement
a comprehensive FBA focusing on the student and the contexts within which problem behaviors
have been observed. In the case of students receiving or referred for special education or 504
services, the school-based team will be an IEP/MP Team.

FBA is a framework for gathering both general and specific information regarding the influences
on a student’s behavior. The primary purpose of gathering the information is to use it in
designing a comprehensive Behavior Support Plan (BSP). The FBA is complete when five (5)
main outcomes have been achieved, as follows:

a. Clear descriptions of the problem behaviors, including classes or sequences of
behaviors that frequently occur together;

b. Identification of the events, times and situations that predict when the problem behaviors
are most likely to occur and/or least likely to occur across the full range of typical daily
routines;
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c. Identification of the consequences that maintain the problem behaviors (that is, what
functions the behaviors appear to serve for the person);

d. Development of one or more summary statements or hypotheses that describe specific
behaviors, a specific type of situation in which they occur, and the outcomes or
reinforcers maintaining them in that situation;

e. Collection of data that support the summary statements that have been developed;

f. Refer to the FBA/BSP formats and samples in Appendix A, 6-13.

The FBA culminates in a BSP that assists the team with strategies and supports. All students
served jointly by DOE and CAMHD shall have a BSP from his/her home school.

Emotional Behavioral Assessments (EBA) Comprehensive and Annual Update

An EBA is requested when the Student Support Team (SST), IEP, or MP Team, in consultation
with the DOE’s psychologists, determines that additional information provided by the EBA is
needed to determine behavioral/mental health needs and recommendations. EBAs are part of
the set of information that informs planning and strategies for individualized interventions. EBAs
are intended to assist teams to diagnostically understand a student’s presenting symptoms so
that the most effective treatment interventions can be applied. EBAs are informed by the
student’s developmental course, family history, school functioning, social roles, substance use,
psychiatric and medical history, degree of success or failure of previous interventions, current
Diagnostic Statistical Manual (DSM) IV version diagnoses on all five (5) axes, prognosis, and
recommendations for intervention. Recommendations incorporate student/family strengths, are
evidence-based, and focus on the identified strengths and needs of the student. Furthermore,
recommendations should describe and address the needs of the student and not specify a
particular service, program, provider or eligibility status.

This broad view of assessment is consistent with the concepts and practices of behavioral
assessment and can also incorporate diagnosis, if needed, as one of many organizational
components for guiding the planning of services and supports. It should be noted, however, that
diagnosis is not required for the selection and implementation of an evidence-based
approach. In some cases it may be helpful, in others, less so.

If seeking to make a clinical diagnosis (which is necessary for CAMHD intensive mental health
services), clinicians are encouraged to use structured or semi-structured clinical interviews. In
addition, the use of parent and child measures of general behavior problems e.g., Behavior
Assessment System for Children, 2™ Edition (BASC-2) components, Strengths and Difficulties
Questionnaire (SDQ), Achenbach System of Empirically Based Assessment (ASEBA) School-
Aged Forms, the Child and Adolescent Functional Assessment Scale (CAFAS; Hodges, 1990)
are to be included along with other relevant measures so as to inform diagnosis, if warranted,
and interventions. During the course of intervention, service providers (i.e. Teachers,
Behavioral Specialists, School Counselors, School Social Workers, School and Clinical
Psychologists, and contracted providers) will conduct ongoing measurement and review, which
shall be used for adjusting intervention.

If an FBA has been conducted, it should be reviewed when conducting the EBA. If an FBA has
not previously been conducted, it is necessary to conduct one to develop a plan of supports for
the student. DOE conducts or contracts the initial EBA. Thereafter, students jointly served by
DOE and CAMHD will have an EBA Annual Update.
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CAMHD: Assessments

1. Psychosexual Assessment
CAMHD provides a Psychosexual Assessment for both the ES and SEBD populations. This
assessment is a specialized evaluation service, involving a strengths-based approach to identify
the youth’s needs in the specific context of sexually abusive behaviors. The Psychosexual
Assessment is designed to build on the prior mental health assessment, using specialized
psychometric instruments designed to assess sexual attitudes and interest as well as a risk
assessment.

2. Mental Health Assessments
Additionally, CAMHD provides three (3) mental health assessments for the SEBD population:
a. Comprehensive Mental Health Assessment,
b. Focused Mental Health Assessment, and
c. Summary Annual Assessment.

These assessments are specifically necessary to understand a youth’s presenting symptoms,
diagnosis, strengths, needs and environment so that the most effective treatment interventions
can be applied. Assessments are part of the set of information that is used in planning
strategies for treatment interventions, and are necessary prior to initiation of an individualized
treatment intervention. Assessments are informed by the youth’s developmental course, family
history, school functioning, social roles, substance use, psychiatric and medical history, degree
of success or failure of previous interventions, current Diagnostic Statistical Manual (DSM)
version diagnoses on all five (5) axes, prognosis, and recommendations for treatment within the
context of a long-range view of the youth. Measures of the youth’s behavior and functioning
[e.g. Child and Adolescent Functional Assessment Scale (CAFAS) or Preschool and Early
Childhood Functional Assessment Scale (PECFAS), ASEBA Checklist for Parent, Teacher, and
Youth Self-Report form are to be included along with other relevant measures so as to inform
treatment recommendations.

The Comprehensive Mental Health Assessment is conducted or contracted if a current
assessment does not already exist for an SEBD youth. Thereafter, all Contractors must do a
Summary Annual Assessment as specified in the specific level of care standard for SEBD youth
in their care at the time the annual assessment is due for SEBD youth who have received at
least three (3) months of services from the Contractor. The Summary Annual Assessments
address significant changes, current status and consequent recommendations. CAMHD
conducts or contracts for a Focused Mental Health Assessment when there is a specific
therapeutic question to be addressed. All recommendations incorporate youth/family strengths,
are evidence-based, and based on the identified needs of the youth.

If Contractors choose to use an electronic format for assessments, this electronic format must
contain all the elements required by CAMHD.

D. CAMHD CO-OCCURRING DISORDERS

Many youth receiving services from CAMHD have mental health disorders that co-occur with
substance abuse, mental retardation, developmental disorders, or medical impairments (e.g.
blindness, deafness, diabetes, etc.) Consequently, the presence of co-occurring disorders is
assessed with all youth at the point of initial evaluation, as well as routinely during the course of on-
going treatment. It is essential for youth to receive services appropriate to their strengths and
needs. Itis required that all Contractors will provide integrated treatment for co-occurring disorders.
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E. SERVICE PLANNING

All youth served by DOE and/or CAMHD will have their intervention/treatment directed by a service
plan that supports the use of Evidenced-based Services (EBS) and Least Restrictive Environment
(LRE). CAMHD service planning is an individualized and ongoing process that is youth guided and
family/guardian centered.

All treatment/service plans [BSP/Mental Health Treatment Plan (MHTP)/Coordinated (CSP)] must
be developed with the student/youth (when appropriate) and parent/guardian involvement. Each
plan encompasses:

Specific goals, measurable objectives, target dates to reach the objectives, and appropriate
interventions to achieve these objectives;

Strengths, and needs driven;

Utilizes evidence-based strategies and interventions;

A proactive crisis plan reflective of strategies to avert potential crises, ensure safety using
specific and appropriate strategies already known to staff for implementation to manage
situations without placement disruptions. In the event a student/youth’s behavior is deemed to
be a risk to self or others, the school or contracted agency'’s clinical professional staff must be
involved in assessment and determination of appropriate courses of actions. Crisis plans that
include natural consequences (e.g. police involvement) should define the positive behavioral
supports that should be implemented and exhausted prior to police involvement. Schools and
agencies must have written protocols in place for managing crises including management of
school-level crisis by school personnel whenever possible.

A transition/exit/discharge plan that clearly describes the supports and services necessary for a
successful and smooth transition to and from significant events in the student/youth’s life.
Anticipated challenges and barriers are addressed proactively. This plan reflects the overall
and long-term goals and objectives of the BSP/SSP/CSP/MHTP anticipating and addressing
transitions involving schools, grade levels, providers/teachers, family moves, and reintegration
into community and school or return to community-based services from more restrictive
treatment services. Transition plans clearly address the process of movement from one level of
intensity of services to another including discharges, referrals, intake processes and needed
supports during transitions. Student/youth may not be discharged or terminated from formal
behavioral/mental health services without agreement from the involved CAMHD Branch, MHTP
and IEP team. Transition plans may be developed only with the concurrence of the
IEP/MHTP/CSP team through a thoughtful and supportive transitional process.

DOE: Service Planning

1. Behavioral Support Plan (BSP)

The primary purpose of any assessment is to increase the effectiveness and efficiency of
behavior support plans (BSPs). There should always be a direct and logical connection
between the gathering of assessment information and the development or modification of BSPs.
BSPs developed for referred students should always fulfill the following five (5) criteria:
a. The plan should indicate how staff, family or support personnel would change the
context within which problem behaviors occur;
b. The plan should be directly based on all relevant assessment information;
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c. The plan should be technically sound; that is, consistent with the principles and laws of
human behavior;

d. The plan should be a good fit with the values, resources, and skills of the people
responsible for implementation; and

e. The plan should identify evidence-based approaches to behavior change.

BSPs shall be detailed and contain the following elements:
a. Antecedent and setting event modifications;
b. Teaching of alternative skills using research based practice;
c. Consequence strategies to strengthen alternative skills, reduce the pay off for the
problem behavior, and crisis prevention/intervention;
d. Lifestyle interventions that include long-term maintenance of skills;
e. Implementation date of the Behavior Support Plan;
f. Delineation of who is responsible for each intervention;
g. Criteria to evaluate progress;
h. Crisis management plan, if needed; and
i. Transition plan.

An IEP/MP team, including the student (as appropriate), family/legal guardian, MHCC (if
CAMHD is involved), and others familiar with the student identify strengths and needs based on
assessments and other data. The IEP/MP team develops a BSP to address the student’s
strengths and needs. The BSP includes specific goals, measurable objectives, target dates to
reach objectives, and appropriate interventions to achieve these objectives. The BSP includes
a crisis plan identifying specific actions to take in case of an emergency or high-risk situations,
and a plan to prepare for a smooth transition to eventual termination of services. School and
CAMHD support teams (if involved) meet regularly to review services and progress, and modify
plans and interventions, as needed, to appropriately meet the needs of the student.

Student Service Plan (SSP)

The development, implementation and adjustment of the SSP is the responsibility of the service
provider in collaboration with the teacher. Student service planning is a collaborative process
with close oversight by the professional supervisor and Special Education teacher. The SSP
must address the student’s behavioral IEP/MP goals/objectives selected for the provider by the
school, and all related sections of the BSP. SSPs are specific to the individual providers (DOE
employee and contracted) delineate the evidence-based strategies, projected intervention
timelines, transition plan, crisis plan, progress monitoring and outcome measures which are
appropriate to address the student’s IEP/MP goals and objectives that the school has selected
for the provider to address. The SSP includes a transition/exit plan.

The development of the SSP should be a collaborative process between the teacher and
service provider and should be reviewed with the student (when appropriate). The SSP to
address the goals and objectives identified by the school should be submitted to the IEP/MP
Care Coordinator. Services should not be initiated without the written service plan and plan
should be provided within two (2) weeks of referral. It is the role of the service provider to
regularly monitor student progress, refine understanding of the student’s strengths, needs and
goals and adjust interventions as needed, in collaboration with the teacher, at least every thirty
(30) days. Transition/exit plans shall be updated within the SSP based on such reviews.
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CAMHD: Service Planning

1. Coordinated Service Plan (CSP)
A CSP meeting is convened by the MHCC within thirty (30) days of youth’s eligibility
determination. The CSP is built upon the strengths of the youth and family and is developed
with full engagement and involvement of youth, family/guardian, and key individuals involved in
the youth’s life including existing or potential service providers. The CSP uses resources
available through the service system and those naturally occurring in the youth’s family and
community. By definition it includes full participation of schools and other public agencies. CSP
planning is guided by a long-term holistic view of the youth’s life. The purpose of the CSP is to
identify the specific strategies that will achieve broadly defined goals for the youth and family,
and to integrate strategies across all those involved. The MHCC shall convene CSP meetings
every six (6) months, or as clinically indicated and if there is a change in situation, in order to
assure that the youth’s needs are continually addressed and that service planning is modified as
necessary.

2. Mental Health Treatment Plan (MHTP)
The development, implementation, review, revision and adjustments to the MHTP are the
responsibility of the service provider. MHTP is individualized for each youth and is an ongoing
collaborative process driven by the family/guardian and youth that includes the Contractor,
family and the MHCC. MHTPs must be directly linked to achieving goals in a youth’s IEP and/or
CSP. They are to identify evidence-based treatment interventions that are the most promising
options for delivering positive treatment outcomes for a youth’s individual goals and objectives.
Team members shall reference the practice guidelines (in Section Il of this manual) when
identifying specific treatment strategies. Progress on plans shall be tracked continuously and
treatment revised as necessary with CAMHD employee collaboration. Observations and
assessments following intake shall culminate in a comprehensive MHTP inclusive of expected
intensity of treatment and treatment timelines, crisis and transition plans and expected
outcomes. Initial plans should be developed at intake based on all available information, with
the comprehensive MHTP developed within seven (7) days of intake (except where otherwise
specified in the Service-Specific standards) or prior to admission.

Specific treatment strategies and services delivered by Contractors are clearly described in a
MHTP. It is the role of the Contractor to regularly monitor and adjust treatment plans, with input
from the youth, family/guardian, MHCC and members of the youth’s team. Contractors must
coordinate with family/significant others and with other system of care staff such as education,
juvenile justice, and child welfare as needed to plan and provide services. Treatment strategies
shall be reviewed at least monthly and plans shall be reviewed with the entire team at least
guarterly (except where otherwise specified in the service-specific standards). The goal of all
treatment is to improve the youth’s emotional, behavioral and functional status such that the
youth may experience an improved degree of emotional, behavioral and functional stability.

a. Transition Planning for Adulthood: Planning for a youth’s transition to adulthood should
begin early, e.g. ages 15-17. Youth and strength-driven goals should be continually refined
and achieved in the following six (6) areas:

Living arrangement/personal management

Vocational/educational

Mental health and medical

Community/social experiences

Financial support and

Employment.

ogrwnNE
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Transition to adulthood planning and implementation should be documented in the youth’s
CSP and/or MHTP for all youth aged seventeen (17) years and older.

b. Crisis Planning is tailored to the individual's known or potential high-risk situations that
specifically address setting events, triggers, preventive as well as reactive interventions is
an expected component of the MHTP that build off the crisis component in the CSP. The
crisis plan components will address problematic behaviors utilizing the known strengths and
preferences of the youth to reduce or eliminate the high-risk situations and assure youth'’s
safety. Crisis plan components must focus on early intervention into the known high-risk
situations to reduce the need to take reactive steps. The use of police or crisis hotline
services will be utilized only after all preventive strategies and program policies have been
followed.

c. Discharge Planning begins at the time of admission to ensure that any challenges are
recognized, addressed and resolved well before the anticipated discharge date.
Contractors, MHCC, youth/family/guardian and other involved parties are expected to work
together in this process. The discharge component of the MHTP should specifically and
measurably spell out the discharge criteria and projected timeline for meeting it consistent
with the discharge criteria in the CSP. At least two (2) months prior to the projected
discharge date, all involved parties are expected to reconfirm discharge plans, discharge
dates, transitions, hew admission dates, etc., to avoid unnecessary delays.

d. Discharge Summary: The Contractor must submit a written discharge summary to the
appropriate CAMHD Branch on all student/youth within one (1) week of service termination.
A preliminary discharge summary may be necessary in emergency situations if imminent
services are needed. The discharge summary shall include at least the following

components:

e The duration of service provided by the contractor and the level(s) of care,

e The reason(s) for discharge,

o History of medication use in the contractor’s program and discharge medications;
e Information about the status of the youth in relation to the prescribed mental health

treatment plan. This should include information about the youth’s adjustment to the
program/service, significant problems and concerns that arose during the treatment
episode and significant youth and family accomplishments in the course of the
treatment. This section should highlight interventions and/or coping strategies that were
especially effective and areas of strength upon which future providers can build;

o Description of the transition process, including where the student/youth is expected to
live after discharge and any work done with the planned new treatment providers and/or
caregivers to facilitate the transition; and

¢ Planned aftercare services (include name of receiving agency and planned level of care)
and recommendations regarding future treatment.

F. REFERRAL PROCESS FOR SERVICES

DOE: Referral Process

The Department of Education’s Comprehensive Student Support System (CSSS) provides an array
of student support services that identifies the current resources available at the school, complex,
and state level in the five levels of student support. The array of student support services ensures
that the supports provided and the delivery process correspond to the severity, complexity, and
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frequency of each student’s needs. Each level increases in intensity or specialization of service,
with basic support for all students at Level One, informal additional support through collaboration at
Level Two, Individualized school and community-based programs at Level Three, specialized
services from DOE and/or other agencies at Level Four, and intensive and multiple agency services
at Level Five. With CSSS, students in need of behavioral health/mental health services access
CSSS Level One through Five services through a Request for Assistance or Request for Evaluation
or their IEP/MP. The DOE Standards of Practice (SOPs) assist the school teams with the process
when IEP/MP related behavioral/mental health services are considered.

(Please refer to the Standards Of Practice in the Appendix A-5, a-k)

Students in need of IEP/MP related behavioral health/mental health services, are provided CSSS
Level Four or Five SBBH services by school-based providers or, at the discretion of the DOE,
contracted providers. Upon the IEP/MP team’s determination of a student’s need for service, the
team will complete a referral packet that includes all data considered in the decision (IEP/MP,
FBA/BSP, BASC-2, attendance, grades, discipline data, consent, Prior Written Notice, etc.) to assist
the service provider to deliver meaningful services.

CAMHD: Referral Process for Contracted Services

CAMHD provides an array of mental health services through its Branches and contracted providers.
The MHCC is a vital link in the referral process and makes referrals to contracted provider agencies
based on a full review of the youth’s current strengths, needs and as indicated by the admission
criteria in the service specific standard as described in the IPSPG. The referral must be made within
three (3) business days after the determination of strengths and needs through the youth’s CSP
and/or IEP and with written consent from the youth/family to release information. The MHCC will
ensure that services are initiated in a timely manner. Routine services must be initiated within thirty
(30) days of need identification.

All contracted services require prior authorization from CAMHD before service can be provided.
With the exception of Emergency Services that must be provided immediately and Urgent Services
that must be provided within twenty-four (24) hours of identified need, all contracted CAMHD
services require prior written authorization. Without service authorizations Contractors cannot bill
for services rendered. The MHCC is responsible to initiate prompt authorization of services.

It is expected that all youth will have full access to needed services. The role of the MHCC is to
make referrals to agencies based on a full review of the youth’s current strengths and needs and to
ensure that services are initiated in a timely manner. If CAMHD youth from one (1) island is
referred to and accepted by an out of home provider on another island, CAMHD will pay for the
travel costs for admission, discharge and for CAMHD Branch approved therapeutic passes.

1. Referral Acceptance
The Contractor will be expected to accept all appropriate service referrals in accordance with
contractual requirements. All referrals will include explanation of the purpose of treatment, the
goals to be achieved via treatment, anticipated duration of treatment, and the
discharge/transition criteria. Within three (3) working days of need identification, the MHCC wiill
submit complete referrals as follows:

a. Outpatient Referrals: referral packets to outpatient providers (except for MST) will contain:
e Outpatient Services Referral Application
o Referral-Acceptance form (See Appendix B-5)
e Current CSP
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Current CAFAS

IEP (as applicable)

Current mental health/emotional behavioral assessment (within twelve (12) months);
Current FBA (if applicable)

Any recent admission/discharge summaries (if applicable)

Out of Home Referrals: referral packets to appropriate out of home providers will include
the following:

Out of Home Services Referral Application

Referral-Acceptance form (See Appendix B-5)

Current CSP

Current CAFAS

IEP (as applicable)

Current mental health/emotional behavioral assessment (within twelve (12) months);
Current FBA (if applicable)

Any recent Admission/Discharge Summaries and mental health evaluations from
previous out-of-home placements, as relevant.

Tuberculosis (TB) test results (See TB Test in Glossary)

Physical Exam according to Medicaid Early Periodic Screening, Diagnosis, and
Treatment (EPSDT) standards and periodicity schedule (See Appendix B-4)

Referral Acceptance Protocol:

The referral acceptance process for out-of-home referrals is described in CAMHD Policy and
Procedure (P&P) 80.614 “Referral Acceptance Protocol” (See Appendix B-3). The
Contractor for out-of-home services will be expected to follow the referral acceptance
process as outlined in P&P 80.614. This process includes the following:

Within two (2) working days of receipt of the referral packet from the MHCC, the
Contractor shall complete and return to CAMHD the Referral Acceptance Form (See
Appendix B-5) found in the referral packet to confirm a date for initiation of services.

If there are no beds available, the Contractor shall indicate an anticipated admission
date that must be no later than the earliest projected discharge date of youth currently
being served by the agency. The Contractor will put all youth accepted for an out-of-
home program but not yet receiving services due to the lack of contracted bed capacity
on the waitlist via the Weekly Census Report on Client Status (See Appendix 19).

If beds are available, the admission date shall be as soon as possible. Otherwise,
CAMHD will view the youth as being rejected by the Contractor.

If, for any reason, a Contractor believes a youth is not appropriate for their level of care,
the Contractor must complete a written justification summary from it's Clinical Director
and then submit to the Branch’s Clinical Director. Within seventy-two (72) working
hours, the Branch Clinical Director will review and discuss the concerns with the
Contractor’s Clinical Director in an attempt to resolve the issues. If the Contractor
Clinical Director and Branch Clinical Director come to an agreement that the level of care
is appropriate, the Contractor will give the MHCC an anticipated date for the initiation of
services.

If the concerns cannot be resolved in this manner, the Contractor has the option to
request an independent evaluation. The evaluation needs to be completed within
fourteen (14) working days at the Contractor’s expense. The independent evaluator
must be an American Board of Medical Specialties board certified Child and Adolescent
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Psychiatrist who has no association with either the Contractor or CAMHD and must be
approved, in advance, by the CAMHD’s Medical Director. The contractor must complete
the “CAMHD Independent Consultation From” (See Appendix B-6) and submit to it to the
CSO. The CSO will fax the Medical Director’s approval or disapproval to the Contractor
within three business days of receipt of the form.

» If the independent evaluation determines that the level of care is not appropriate, the
Branch and its Clinical Director will accept and review the independent psychiatrist’s
recommendations. The CSP team will determine the appropriate level of care and send
out referral packets to other appropriate providers. CAMHD will reimburse providers the
cost of an independent evaluation if the level of care is determined to be inappropriate
and CAMHD procedures have been followed for the procurement of the independent
evaluation.

e For Outpatient Service Contractors, there is no waitlist. Services are expected to begin as
soon as possible at least within fourteen (14) days of acceptance.

o CAMHD reserves the right to execute contractual action if the Contractor is unable or
unwilling to meet the needs of CAMHD youth.

G. CAMHD AND CONTINUITY OF CARE

Contractors will be expected to provide all youth accepted for contracted services with continuity of
care until the youth meets the criteria for appropriate discharge or transition to another level of care
indicated in team decisions.

For Out-of Home services, the Contractor may not abruptly terminate services or eject a youth from
out of home services. As outlined in the CAMHD P&P 80.614 “Referral Acceptance Protocol” (See
Appendix B-3), if a Contractor seeks to terminate services for a youth already in out of home
program:

The Contractor is required to complete a full internal review that includes a review documented
by the contractor’s psychiatrist.

The Contractor is required to report the results of this review to CAMHD and the MHTP team
prior to any further action being taken.

If a Branch receives notification that a Contractor wants to eject a youth, the Branch Clinical
Director will contact the Contractor’s Clinical Director to review and discuss the issue. If the
Contractor’s Clinical Director and the Branch Clinical Director come to an agreement that the
level of care continues to be appropriate, the Contractor is expected to maintain the youth in its
program.

If the Branch Clinical Director and the Contractor’s Clinical Director are not in agreement, the
Contractor’s Clinical Director has the option to request an independent assessment, at the
Contractor’s cost, from a Hawali'i licensed, American Board of Medicine Specialties board
certified Child and Adolescent Psychiatrist, who is independent of the Contractor and CAMHD.
The Contractor must complete the “CAMHD Independent Consultation Form” (See Appendix B-
6) for the CAMHD Medical Director’s approval of the independent consultant. The Contractor is
expected to keep the youth until the result of the independent evaluation.

If the independent evaluation determines that the current level of care is no longer appropriate,
the Branch will accept the determination and initiate appropriate and timely transition services
for the youth. The Contractor will be requested to maintain the youth for at least ten (10) days
per requirements of the consumer appeal process and to allow for transition preparation.
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e CAMHD will reimburse providers the cost of an independent evaluation if the level of care is
determined to be inappropriate and CAMHD procedures have been followed for the
procurement of the independent evaluation.

o If the independent evaluation determines that the level of care continues to be appropriate, the
Contractor is expected to maintain the youth in its program.

CAMHD reserves the right to execute contractual action if the Contractor is unable or unwilling to
meet the needs of CAMHD youth.

. STAFFING

To ensure quality of services provided, all contracted providers must adhere to their respective
professional standards as set forth in professional practice guidelines and standards, ethical
principles, and codes of conduct in addition to the following requirements.

DOE: Staffing

1. Orientation and Training

a. DOE personnel receive ongoing professional development.

b. DOE contracted provider agencies are responsible for providing appropriate training for their
direct services staff, agents, and volunteers on the use of evidence-based interventions
within an educational setting for the student target populations they serve.

c. DOE contracted providers and agency staff members providing direct services must have
attended, and have documentation to the effect that he or she has completed at least forty
(40) hours of annual DOE approved professional development. Such professional
development must be directly related to his or her work responsibilities.

e Within the required forty hours of professional development, all contracted
providers and agency staff members must have at least thirty (30) hours of basic
training including, but not limited to, crisis field assessment and intervention,
suicide assessment, risk assessment, clinical protocols, documentation, and
knowledge of community resources, as well as training regarding court processes
and legal documents relative to emergency procedures, plus specific legal issues
governing informed consents. Such basic training must be completed prior to
performing crisis outreach services.

d. DOE contracted providers and agency staff members providing direct services must have at
least twenty-four (24) hours of orientation, as approved by the DOE, completed before
beginning service delivery. The twenty-four (24) hours of orientation shall include:

° IDEA and Hawai'i Administrative Rule (HAR) Chapter 56 requirements, including
procedures and eligibility criteria;
. Section 504 and HAR Chapter 53 requirements, including procedures and eligibility
criteria;
. Family Educational Rights and Privacy Act and HAR Chapter 34 requirements;
e Anunderstanding of educationally relevant interventions and recommendations
related to the target population; and
° An understanding of applicable contract requirements.
These twenty-four (24) hours can be applied towards the forty (40) hours of ongoing
professional development required for the year.
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DOE contracted providers and agency staff members providing direct services must also
receive information and training regarding the following topics:
o HAR Chapter 19 procedures and requirements;
. State laws regarding child abuse and neglect reporting, reporting criminal behavior
and threats regarding suicide and homicide;
Crisis intervention procedures, including suicide precautions;
A review of Hawai'i CASSP Principles;
A review of the Comprehensive Student Support System (CSSS); and
An understanding of team-based decision-making.

DOE contracted provider agencies must provide documentation of all training sessions and
professional development which shall include:

° The name of the in-service (or topic of session);

o The name of the instructor; and

. Date, place and time of in-service.
Individuals must have signed in on official in-service registration sheets. Team meetings
and supervisory sessions may not be substituted for professional development.

CAMHD: Staffing

1. Orientation and Training Requirements for CAMHD Contractors:

a.

Contractors are responsible for providing appropriate training for their staff/contracted
consultants on the use of evidence-based treatments and services for the CAMHD youth
populations they serve.

CAMHD will offer training on select evidence-based treatments and services for provider
agency staff/contracted consultants, and will offer consultation and peer supervision on the
appropriate use of those treatments and services.

CAMHD will provide Contractors with information, curricula and/or treatment manuals on
select evidence-based treatments and services.

CAMHD Clinical Services Office staff will be available to Contractors to review and provide
guidelines and recommendations on curricula and other training materials developed by
provider agencies on treatments and services used in services for CAMHD youth.

Contractors must designate a staff person responsible for staff and/or sub-contracted
provider training in all other aspects of the delivery of services. The Contractor’s trainer(s)
is/are responsible for providing and/or arranging for the provision of training and
documentation of all staff training, to include:

. An outline of the discussion points;
The topic, name and credentials of trainer;
Names and titles of trainees that attended the training;
The date, time, place and duration of the training; and
An evaluation of the quality and effectiveness of the training.

The Contractor must have a specific training plan detailing how and when staff will be
trained.
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At least forty (40) hours of training are required every year for all full time direct service staff.
Those working fifteen (15) hours or less may reduce to twenty (20) hours annually.

At a minimum, each Contractor shall provide all new employees, or sub-contracted
personnel, twenty-four (24) hours of orientation to the organization within their first thirty (30)
days of employment and/or contract. The orientation process must be completed prior to
serving youth. These twenty-four (24) hours can be applied towards the forty (40) hours of
ongoing professional development required for the year. The orientation must include:
¢  An understanding of the agency’s mission and goals;
e Areview of agency policies and procedures;
. Orientation to the population served by the program and the model of care of the
program
¢  An understanding of all laws and regulations regarding confidentiality including
Health Insurance Portability and Accountability Act (HIPAA) requirements;
e  Avreview of agency structure, lines of accountability, and authority;
. An understanding of the employee’s job description;
A review of State laws regarding child abuse and neglect reporting, reporting
criminal behavior, and threats regarding suicide and homicide;
Non-coercive including positive behavioral support techniques;
Evidence-based treatment approaches
Crisis intervention procedures, including suicide precautions;
An overview of IDEA;
A review of Hawai'i CASSP principles;
Clinical Record Documentation requirements;
CAMHD reporting requirements;
Clients rights and responsibilities;
CAMHD sentinel events documentation and reporting requirements; and
Safety of clients and staff.

All staff providing direct services to youth must annually attend, successfully complete, and
document in their personnel file at least forty (40) hours of training, in service, and/or
approved continuing education professional development seminars and/or conferences with
curricula tailored to the mental health treatment focus of children / adolescents and/or their
families. First Aid and Cardiac Pulmonary Resuscitation (CPR) training/recertification also

qualify.

The documentation for in-service training must include:
o Name, date, place, and duration of the training;
. The topic of the training and an outline of the discussion points;
. Name/credentials of the instructor and of the organization sponsoring the training;
and
. Names and titles of trainees who attended the training.

The documentation for outside training attended must include:
° The name, date, place, and duration of the training;
A brochure or conference agenda;
. Information about the professional organization that approved the training for
continuing education;
. Name(s) and title(s) of the staff member(s) who attended the training; and
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° Certificates of continuing education credits or certificates of attendance when
available.

j.  Treatment team meetings and supervision, although expected, do not apply towards the
required forty (40) hours.

k. These training requirements apply to all personnel providing direct services to youth
including sub-contractors and consulting staff (e.g. psychiatrists, psychologists, etc.)

I.  Qualified Mental Health Professionals (QMHP) that require continuing education for license
renewal may submit evidence of license renewal for documentation of ongoing professional
development.

2. Orientation and Training Requirements for CAMHD Direct Service Employees
CAMHD clinical staff (Branch Chiefs, Clinical Directors, Clinical Psychologists, Mental Health
Supervisors and Mental Health Care Coordinators) working in CAMHD Branches must
successfully complete the following training within ninety (90) days of hire:

a. Engagement Skills (Clinical Directors and Clinical Psychologists are exempted from this
training):
. Review and practice of interviewing/listening skills;
Review and practice of solution focused questions;
Stages of change;
Working through resistance;
Meeting facilitation; and
Interagency Collaboration.

b. Intensive Case Management (Clinical Directors and Clinical Psychologists are exempted
from this training):
° System of Care including CAMHD mission, and strategic plan;
Review of Hawaii's CASSP;
Orientation to the population served and CAMHD service delivery model;
Understanding of all laws and regulations regarding confidentiality;
Review of State laws regarding child abuse and neglect reporting;
Overview to evidence-based treatment and best practices;
Overview of IDEA; and
Evidenced based treatment.

c. Coordinated Service Planning:
e  Strengths assessment;
. Strengths-based planning;
. Transition planning; and
. Creating a crisis plan.

d. Child and Adolescent Functional Assessment Scale (CAFAS) certification;
e. CAFAS Re-certification once every two years for all CAMHD clinical staff;

f. Child and Adolescent Service Intensity Instrument (CASII-formerly CALOCUS);
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g. Achenbach System of Empirically Based Assessment (ASEBA);
h. Use of Clinical Standards;

i. CAMHD Orientation:
¢  An understanding of agency’s mission and goals;
e Avreview of agency structure, line of accountability and authority; and
° Understanding of all laws and regulations regarding confidentiality including Health
Insurance Portability and Accountability Act (HIPAA) requirements.

SUPERVISION

Both DOE and DOH are committed to quality service through regular, ongoing, strength-based, skill
building supervision of all staff that provides direct services to students/youth. The DOE, CAMHD,
and each Contractor shall have clear lines of accountability and a clearly described supervision
structure for all employees and independent contractors.

DOE: Supervision

Qualified DOE personnel who are in positions whose class specifications or job descriptions
describe professional supervision and/or professional support for DOE staff who deliver school-
based behavioral health services as part of their assigned duties and responsibilities may provide
professional/technical supervision. This may include DOE Clinical Psychologists, School
Psychologists, or other designated SBBH supervisors who have clinical training and experience in
clinical supervision and behavioral interventions.

All direct service providers shall have a supervision plan based on a needs assessment completed
by their respective supervisor. Documentation shall include dates and duration of the supervision
sessions, name and position classification or credentials of the supervisor, goals and interventions,
and summary of the sessions. Documentation shall be included in the individual's supervision file
and must be consistent with the most recent supervision sessions and supervision status.

Regular case reviews are a part of supervision to ensure effective and efficient interventions for
students and families served. The frequency of the case reviews is dependent on the level of care
as set forth in the service standards. Service plans, goals and objectives must be reviewed and
outcomes from interventions utilized must be assessed for information to process for continued or
revised course of intervention, depending on the outcomes. Supervision is also expected to include
the review of records, Integrated Special Education Database (ISPED) or other specified data
collection system entries, development of and evaluating the effects of evidence-based services
and plans for staff development and professional growth.

Contracted full time staff and subcontracted service providers shall receive, at a minimum, two (2)
hours per month of individual supervision by a qualified behavioral/mental health professional
utilizing a combination of methods such as case reviews, direct observation, coaching, and role
modeling to improve the level of staff skill. DOE employee service providers shall receive a
combination of individual and group professional supervision/professional support, at a minimum,
two (2) hours per month, by a qualified behavioral/mental health professional utilizing a combination
of methods such as case reviews, direct observation, coaching, and role modeling to improve the
level of staff skill. The amount and frequency of supervision may be reduced as authorized by the
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supervisor on the basis of documented individual aptitude, experience, and satisfactory
performance.

CAMHD: Supervision

Contractors must have policies and procedures and the mechanism to ensure supervision of all
direct services and professionals by a QMHP and paraprofessional staff by a QMHP or a MHP who
is supervised by a QMHP. The Contractor is responsible for maintaining and tracking supervision
records.

All personnel (employees or subcontractors) must have an individualized supervision plan based on
a needs assessment completed by their respective supervisor. Documentation must include dates
and duration of the supervision sessions, name and credentials of supervisor, goals and
interventions, and summary of the sessions. Documentation must be included in the individual’s
supervision file and must include documentation of follow- up and consistency from previous
supervision sessions.

Regular case reviews must be a part of supervision to ensure effective and efficient treatment for
youth and families served. The frequency of the case reviews is dependent on the level of care as
set forth in the service standards.

Supervision does not include training or administrative discussions. Supervision does include
utilizing a combination of methods such as case reviews, direct observation, coaching, and role
modeling to improve the level of staff skill.

A QMHP shall participate in peer reviews at least two (2) hours per month as evidenced by
documentation in their supervision file. Two (2) hours for each one hundred sixty (160) hours of
work may be adjusted for part-time professionals QMHP’s may credit regular participation in
CAMHD’s Evidence-Based Services Committee (EBS) or appointment to and regular participation
in the CAMHD Professional Activities Review Committee (PARC) towards the QMHP supervision
requirement. Documentation of attendance shall be maintained by the QMHP and submitted to
Contractor for inclusion in the credentialing file.

A QMHP shall supervise the equivalent of no more than seven (7)* full-time MHP’s or
paraprofessionals. An MHP shall receive at least three (3) hours of supervision a month from a
QMHP. At least one (1) hour must be individual, clinical, client-specific supervision and two (2)
hours may be group supervision.

An MHP shall supervise the equivalent of no more than seven (7)* full time paraprofessionals.
Paraprofessionals must receive at least four (4) hours of supervision a month from a QOMHP or a
MHP who is supervised by a QMHP. At least one (1) hour must be individual, clinical, client-
specific supervision and three (3) hours may be group supervision.

Paraprofessional employees who work fifteen (15) hours or less a week at an agency, are required
to receive at least two (2) hours of supervision a month. At least one (1) hour must be individual,
clinical, client-specific supervision and one (1) hour may be group supervision.

Case reviews must be a part of each supervision hour. Treatment plan goals and objectives must
be reviewed. Outcomes from interventions utilized must be assessed for information to process for

* Reflects RFP amendment on February 2, 2006 changing supervision maximum load from six to seven.
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continued or revised course of treatment, depending on the outcomes. Supervision is also expected
to include the development of and evaluating the effects of evidence-based services and plans for
staff development and professional growth. Supervision sessions must be documented in writing
including participants, content, date and length of the supervision session.

. EVALUATION OF STAFF PERFORMANCE

All CAMHD, DOE, and Contractor shall have a process for evaluation of staff performance that
includes a review of qualifications (i.e., an assessment of the employee’s capabilities, experience,
and satisfactory performance), reports of complaints received including resolutions, corrective
actions taken, and supports provided to improve practice and to continue to monitor the staff
evaluation process.

. CREDENTIALING REQUIREMENTS

Both DOE and DOH are committed to ensuring that staff are competent and qualified to provide the
intervention/services to students/youth as evidenced by meet the following departmental
credentialing requirements.

DOE: Credentialing Requirements

e Services may be provided by gqualified DOE personnel who are in positions whose class
specifications or job descriptions describe counseling, behavioral health and/or educational
services as part of the assigned duties and responsibilities.

¢ DOE contracted providers, including employees, agents, and volunteers who provide direct
services to students, must be fully credentialed prior to beginning service delivery. They must
have completely met initial credentialing requirements through the submittal of required
documentation and primary source verification of criminal history background checks,
employment history, pre-professional history, and licensure requirements, if applicable.

o DOE contracted provider agencies must maintain written policies and procedures, subject to
DOE approval, that govern the credentialing and re-credentialing of its employees, agents and
volunteers.

o DOE contracted provider agencies must maintain personnel files of the training, supervision,
appropriate credentialing, and ongoing monitoring of all employee, agent, and volunteer
performance.

o DOE contracted provider agencies must submit personnel updates, on a monthly basis, to
reflect any changes in staffing (i.e., new hires, terminations, changes in credentialing)

1. DOE Individual Practitioner Credentialing Information

a. Professional
Individual(s) with any of these qualifications can provide professional supervision/support:
Qualified DOE personnel who are in positions whose class specifications or job descriptions
describe professional supervision and/or professional support for DOE staff who deliver
school-based behavioral health services as part of their assigned duties and responsibilities
may provide professional/technical supervision. These may include DOE School or Clinical
Psychologists and other SBBH supervisors who have clinical training and experience in
clinical supervision and behavioral interventions or Special Education Teachers.
OR

1. Anindividual who possess a Doctorate of Education with a specialty in the areas of

special education, psychology or speech pathology with having at least one (1) year of
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experience working with students with special needs in an educational setting and have
knowledge and experience of behavioral approaches.

OR
An individual who possess a Masters of Education with a specialty in the areas of
special education, psychology or speech pathology with having at least five (5) years of
experience working with students with special needs in an educational setting and have
knowledge and experience of behavioral approaches.

OR
A current Hawai'i-licensed psychiatrist; board certified by the American Board of
Psychiatry and Neurology (ABPN); and board certified in Child/Adolescent Psychiatry.

OR
An individual who possesses a current Hawai'i license in Psychology, Social Work, or
Marriage and Family Therapy (LMFT) having at least three (3) years of experience in
behavioral approaches.

OR
An individual who possesses Social Work Certification, or is a Diplomate in Clinical
Social Work (DCSW) or Board Certified Diplomate (BCD) having at least three (3) years
of experience in behavioral approaches.

OR
An individual who possesses a current Hawai'i license and certification to practice as an
Advanced Practice Registered Nurse (APRN) having at least three (3) years of
experience in behavioral approaches.

OR
A current Hawai'i-licensed Mental Health Counselor, as of 2005, having at least three (3)
years of experience in behavioral approaches.

DOE Behavioral Health/Special Education Professional:

1.

The delivery of special education, counseling and/or behavioral health services may be
provided by gualified DOE personnel who are in positions whose class specifications or
job descriptions describe special education, counseling and/or behavioral health
services as part of the assigned duties and responsibilities (i.e. Special Education
Teachers, Behavioral Specialists, School Counselors, School Social Workers.)

OR
Professionals who meet the staffing requirements for the specific levels of services as
delineated in the DOE SBBH contracts.

DOE Paraprofessional:

At a minimum, paraprofessionals must have a two-year degree from an accredited university
or institution of higher learning or meet Federal No Child Left Behind (NCLB) requirements.
Any additional training should be available from the agency’s supervisory and training
infrastructure. NCLB requirements are:

1.

2.

Option 1 - 48 credits
e  Credits must be 100 level or higher in any subject area.
. If earned after June 30, 2003, credits must include three (3) credits in Math and
three (3) credits in English.
. Must be earned from a regionally accredited institution.
e  Agencies must have all transcripts on file.
OR
Option 2 - Associate’s Degree
. Degree must be earned with 100 level or higher courses.
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° For employees who earned a degree prior to January 8, 2002, the degree may
include less than 100 level courses.
Must be earned from a regionally accredited institution.
e  Agencies must have all transcripts on file.
OR
3. Option 3 — DOE compliance
. Has met NCLB requirements under DOE guidelines and training.

CAMHD: Credentialing Requirements

Credentialing requirements apply to all individuals providing direct services including sub-
contractors of a Contractor. All Contractors shall have written policies and procedures that reflect
their responsibility to credential and re-credential their direct care staff, sub-contracted individuals,
and clinical supervisory staff prior to provision of services. Contractors shall be guided by
CAMHD’s credentialing policies and procedures in developing their policies and procedures.
Primary sources of information shall be verified by Contractors as a function delegated by CAMHD.

o All professionals contracted or employed by Contractors to provide direct services to youth and
families shall be fully credentialed prior to provision of services to clients. They must have
completely met initial credentialing requirements through submittal of required documents and
satisfactory verification of primary sources including, but not limited to, employment history,
reference verification, criminal background checks and child abuse and neglect checks.

e Re-credentialing shall occur at least every two (2) years to ensure continued compliance with
credentialing requirements including but not limited to internal provider and CAMHD reporting
on performance, grievances, and involvement in sentinel events, licensing requirements,
malpractice coverage and claims history, as well as child abuse and neglect clearances. Refer
to CAMHD P&P 80.308.1 “Re-credentialing of Licensed Health Care Professionals” (See
Appendix B-24) for items that need re-verification.

e Contractors shall establish and maintain an electronic tracking system, in the format prescribed
by CAMHD, to ensure prompt and accurate reporting of current staff and contractors as well as
terminations. Evidence of Contractors’ accountability is exhibited through the submission of the
CAMHD Monthly Credentialing Report that is due to CAMHD’s Credentialing Office by the 15™
of each month (or the previous work day if the 15" falls on a weekend). Contracted agencies'’
compliance with this requirement is used in the yearly delegation of credentialing agency
oversight evaluation.

¢ Individual credentialing files for each direct care and supervisory employee and subcontractors
shall be established separately from general personnel files.

¢ Physician continuing education requirements are outlined by the State Professional and
Vocational Licensing requirements for continuing education and will not be individually
monitored by CAMHD. The renewal of a physician’s licensure by the Board of Medical
Examiners shall constitute completion of all required continuing education requirements.

1. CAMHD Individual Practitioner Credentialing Information
a. Qualified Mental Health Professional (QMHP):

1. Must be a current Hawar'i-licensed psychiatrist; board certified by the American Board of
Psychiatry and Neurology (ABPN); or board eligible in Child/Adolescent Psychiatry.
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QMHP Psychiatrists in hospital-based settings must be ABPN board certified in
Child/Adolescent Psychiatry.

OR
A Clinical or Educational Psychologist with a current Hawai'i license/certification in
Psychology.

OR
A licensed Advanced Practice Registered Nurse (APRN) certified as a Psychiatric
Clinical Nurse Specialist with a current Hawai'i license/certification.

OR

A Hawal'i licensed Clinical Social Worker (LCSW).
OR

A Hawai'i licensed Marriage and Family Therapist (LMFT).
OR

A Hawai'i licensed Mental Health Counselor (LMHC) at such time inclusion is
incorporated into the Medicaid State Plan Amendment and Contractors are officially
notified by CAMHD.

Mental Health Professional (MHP):

1.

A physician in training in an ACGME (Accreditation Council on Graduate Medical
Education) accredited residency program in Child and Adolescent Psychiatry under
program faculty supervision,

OR
A Ph.D. or Psy.D. in Clinical, Counseling or School Psychology from a nationally
accredited university who is not currently licensed in the State of Hawaii,

OR
A Hawai'i licensed Social Worker (LSW),

OR
Must have a Master’s degree from a nationally accredited university as a national board-
certified behavioral analyst, marriage and family therapist, mental health counselor,
psychologist, social worker, school psychologist, or psychiatric nurse,

OR
A Ph.D. or Psy.D. student in clinical psychology studying in an accredited program under
program faculty supervision,

AND
Must have at least one (1) year of full-time, clinically supervised progressive work
experience inclusive of residency, internship, or practicum in the care or treatment of
youth in a mental health or educational setting (experience may be substituted with
certificates in a specialty such as Certified Substance Abuse Counselors (CSAC).

AND
Must be supervised by a QMHP.

CAMHD Teachers in Community-based Residential Programs
The need for specialized educational services for CAMHD youth residing in CBR’s require
qualified, agency employed/contracted teachers who are:

1. Licensed in Special Education with training in educating students who exhibit a
combination of severe social, emotional and behavioral deficits,
OR
2. Licensed in related service areas to include (but not limited to) Speech language
Pathologist, Occupational Therapists and others as identified in the IEP,
AND
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e To ensure appropriate family involvement, the Contractor is responsible for providing
interpreters for families whose limited English proficiency or mode of communication
would inhibit their ability to meaningfully participate in the student’s education.

d. CAMHD Paraprofessional

1. Personnel with a Bachelor's degree from a nationally accredited university in

Psychology, Social Work, Nursing, Counseling, Education, or Special Education.
OR

2. Personnel with a degree less than a Bachelor’s level from a nationally accredited
university in either Psychology, Social Work, Nursing, Counseling, Education, or Special
Education with at least one (1) year of full-time, clinically supervised work experience in
the care or treatment of children or adolescents in a mental health or educational setting.

OR

3. Personnel with a high school diploma who have completed or complete within three (3)
months of hire a childcare worker training course that includes at least 50 hours of
instruction. The University of Oklahoma model that Maui Community College uses is an
example. This course should utilize experimental learning methods (e.g. role-played
situations) in addition to traditional educational methods such as lecture and group
discussion. It should stress CASSP principles and strength-based approaches to
helping children and youth. Topics covered should include: understanding basic
concepts in child development, skills for building positive relationships with youth, skills
for providing discipline and skills for creating a positive environment or milieu. The
participants should evaluate the training experience and a well-qualified instructor should
teach it. Contractors are encourage to provide this kind of training experience to all new
paraprofessional workers, including those with some college background.

L. MEDICATION MONITORING/TRACKING

Youth on psychoactive and other prescription medications require careful coordination and
oversight.

DOE: Medication and Monitoring

1. Medication Management shall include all of the following:

a. Assessing the student’s ongoing need for medication;

b. Determining overt physiological effects related to the medications used in the treatment of
the student’s psychiatric condition, including side effects;

c. Consulting with parent and school regarding behavioral effects of medication;

d. Determining psychological effects of medications used in the treatment of the student’s
psychiatric condition;

e. Monitoring compliance with prescription medication;

f.  Renewing prescriptions;

g. Documentation of informed consent, including a signed description of potential benefits and
possible side effects of the prescribed medication, must be placed in the record prior to
initiation of medication. The consent must be signed and dated by the student’s parent/legal
guardian; and

h. Submitting the written Psychiatric Medication Management Progress Note

2. A Progress note must be placed within the student’s agency record, with a copy sent to
the IEP/MP care coordinator, within twenty (24) hours of the date of service, to include:
a. Name of student;
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Date and actual time the services were rendered;

Place of service;

Name of medication, dosage and intervals when medication is to be administered,;

Side effects or adverse reactions that the student should be monitored for and the side
effects or adverse reactions;

Conditions in which the student is refusing or unable to take medications as ordered or if the
student is compliant in taking medications as prescribed; and

g. Whether the medication is effectively controlling symptoms utilizing the Psychiatric
Medication Management Progress Note. (See Appendix A-17)

cooo

-

CAMHD: Medication and Monitoring
For contracted services that include medication monitoring, careful coordination and oversight by
the out-of-home service Contractor is required including at least monthly monitoring for:
e Drug interactions,
Side effects,
Medical complications,
Lab test requirements, and
Follow-up requirements.

More frequent monitoring is required during medication titration or with the occurrence of serious
side effects. Medication Monitoring services includes communication with Contractor’'s Registered
Nurse, Contractor childcare staff and parent/guardian/foster parent. Every physician contact,
related to medication/monitoring must be documented in progress notes. (See Appendix B, 9 & 10)
for sample, optional Medication Tracking Form and Medications Transfer Form that can be used to
assist with medication tracking process).

Overall supervision and oversight by the out-of-home Contractor’'s Hawai'i Licensed Registered
Nurse (RN) is required when psychoactive medications have been prescribed. If non-RN staff
make medications available, they must be trained by the Contractor's RN. The Contractor’'s Nurse
Medication Training Protocol must be approved by the Office of Health Care Assurance (OHCA)
prior to delegating resident medication to any direct care staff that do not possess medical licenses.
All direct care staff who are delegated this function must be trained and supervised by the
Contractor’s RN.

In accordance with the Hawai'i Administrative Rules (HAR) Title 16, Chapter 89 Nurses, Subchapter
15, Delegation of Special Tasks of Nursing Care to Unlicensed Assistive Personnel, all direct care
staff who do not possess a medical license must be trained by the agency’s RN prior to making
medication available to the residents and supervised.

All over-the-counter (OTC) medications must be prescribed for specific residents by the attending
physician prior to making the medication available to the youth. The Contractor's RN must be
notified of the need to administer the resident-specific OTC medication prior to making the
medication available.

. MAINTENANCE OF SERVICE RECORDS

Both DOE and DOH require that student/youths’ records adhere to Federal and State statutes, and
accreditation and/or Medicaid standards as applicable. Service records must be current, well-
organized, legible, comprehensive and consist of all relevant documentation for the optimum
treatment of youth served and coordination of care.
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DOE: Service Records

DOE contracted provider agencies must ensure that its employees, agents and volunteers adhere
to all applicable state and Federal laws regarding the obtaining and releasing of confidential student
information.

The agencies must adopt and implement policies and procedures that govern the provision of
services in natural settings and documents that it respects students’ and/or families’ right to privacy
when services are provided in these settings. The DOE shall have the right to inspect and approve
these policies.

Provider agency records relating to students under DOE contractual agreements are educational
records governed under the Family Educational Rights and Privacy Act (FERPA). The documents
and records held by the agency for students serviced under DOE contracts are the property of the
DOE. Parental consent for assessment and release of information is covered by the IEP/MP
consent. No additional parental consent for assessment or release is needed by the contracted
provider agency, its employees, agents and volunteers.

All DOE professionals and contracted providers must maintain master student files, in a central,
secure location in locked storage to which access is limited to designated persons in accordance
with FERPA regulations.

1. Progress notes

DOE Progress Notes are the ISPED visit logs and quarterly progress reports. Documentation
requirements are further specified in the service-specific standard for each DOE service.

CAMHD: Service Records

CAMHD personnel, contracted agencies, and contracted individual professionals shall have and
implement written policies and procedures to guide the content and protocol of youths’ records for
adherence to Federal law, State statutes, accreditation and Medicaid standards. Service records
must be current, well-organized, legible, comprehensive and consisting of all relevant
documentation for the optimum treatment of youth served.

Youth full name and/or other identifier, such as CAMHD client registration number, must be on each
page of the youth’s record. Any adverse drug reactions and/or medication or other allergies or
absence of allergies must be posted in a prominent area on the youth’s file. Each youth's file
contains easily identifiable past and current medical history including serious accidents, surgeries
and ilinesses. Diagnostic information, medication information, and substance use information are
also included. Consultations and special referrals require documentation including resultant
reports. Records on children twelve (12) years of age and under include completed immunization
record or evidence that immunizations are up to date. Records also contain emergency care
rendered with physician follow-up as well as hospital discharge summaries.

Contractors and professionals are required to maintain master client files, including those on youth
served by subcontracted providers, in a central, secure location in locked storage to which access
is limited to designated persons in accordance with HIPAA regulations. Files in authorized use are
also maintained securely.
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1. Progress Notes
a. Progress notes are written for each activity/event by the staff/professional providing the
service. Every physician contact including medication prescription, administration and
monitoring must also be documented. Every therapy session must be documented.
Progress notes shall be entered in the youth’s file within twenty-four (24) hours of the
service/event. Daily progress notes are required for all youth receiving out of home
services.

b. All progress notes must contain the following minimal documentation requirements and must
be contained together in a single, continuous note:
e Complete date of service (including month, day and year)
e Start and end time of service or start time and duration of service (for non-day rate
services);
e Place of service;
o Type of service (Individual Therapy, Group Therapy);
o Either DAP note (Data, Assessment, Plan) or SOAP note (Subjective data, Objective
data, Assessment, Plan) format including:
. Plan of treatment to include objective goals;
Diagnostic tests conducted;
Treatment and other prescribed regiments;
Follow up notes, including results of referrals and subsequent plan of action;
Specific time interval for next “visit” or session;
Unresolved concerns from previous visit addressed in subsequent visits; and
. Other health care visits.
e Full name, title, signature and signature date of service provider; and
Full name, title, signature and signature date of supervisor (if applicable).

c. Electronic medical records are permitted as long as the following criteria are met:
A printed copy of the full record must be available in the youth’s master file;
The electronic record must meet all Medicaid standards;

Must contain two (2) client identifiers;

Must contain an electronic signature;

Must have the date, time and duration of services;

Must have description of the service;

Must have agency or CAMHD Branch letterhead or heading on each page; and
Must be HIPAA compliant.

d. The focus in the content of notes clearly evidences the relationship of the intervention to the
youth’s IEP/MHTP/CSP plan. Progress notes need to reference the goals and objectives
stated in the youth’s treatment plan and include data summaries, the interventions provided
and the measurable outcomes resulting from them. Additionally, progress notes need to
address what may not be working and what will be done differently for better results.

e. Progress notes also describe collateral communications pertinent to the treatment of the
youth.

f. Contractors providers shall also electronically submit Monthly Treatment and Progress
Summary reports to CAMHD by the 5™ working day of the following month specifying youth
served, service format, service setting, service dates, targets addressed, progress ratings,
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intervention strategies, projected end date, medications. Outcome measures may also be
reported.

2. CAMHD Photo
With youth/parent/legal guardian consent, CAMHD Branch must have a current photo (taken
within the past 12 months) of the youth in the youth’s clinical record.

N. SERVICE QUALITY
CAMHD and DOE are committed to assuring appropriate and effective services for eligible
students/youth and their families. Services are designed to support students/youth in their
educational program, promote healthy functioning, increase independence, and to build upon the
natural strengths of the student/youth, family/guardian and community. Families/guardians must be
active participants in the behavioral support process, given the overwhelming evidence that
constructive family participation enhances their student/youth’s progress. Interventions are to be
evidence-based and tailored to address the identified needs of the student/youth/family.
Interventions/plans and progress/outcomes are to be regularly reviewed and modified, as needed,
to effectively achieve goals.

Contractors/employees are to participate with the integration of services across domains as
needed. Contractors/employees are to assist with transition planning (as it relates to greater and
lesser levels of support and services) in collaboration with the student/youth, family/guardian and
other team members. DOE and CAMHD encourage individuals with specific concerns regarding
service quality to bring them to the attention of the school, provider agency, CAMHD Branch,
CAMHD Central Administrative Office, and/or DOE District Office, as appropriate.

CAMHD and DOE Contractors assume all responsibility for the quality of services provided by
employees or subcontracted providers. All Contractors shall implement a Quality Assurance and
Improvement Program and demonstrate commitment to ongoing quality improvement activities.
The quality program must meet Medicaid standards. Contractors must submit quarterly reports of
quality monitoring to both CAMHD and DOE.

CAMHD personnel, including MHCCs, Clinical Directors, Certification Specialists, Grievance
Specialists, Credentialing Specialists, Program Performance Reviewers and DOE Care
Coordinators shall have full access to student/youth and student/youth records while in a CAMHD
contracted program.

CAMHD operates a co-planning and co-management model (active involvement and shared
decision-making between the CAMHD Branch and Contractors) for any youth that is receiving
intensive services, and also conducts regular reviews of child status, treatment practices, and
Contractor’s performance as part of its accountability and oversight functions.

O. MINIMUM REPORTING REQUIREMENTS

DOE and CAMHD require submittal of the following reports as determined by the respective
department outlined below.

1. DOE/CAMHD Credentialing Tracking Form of Licensed Providers:
Contractors are expected to electronically track licensed individual staff and subcontracted
professionals and their specific status toward being fully credentialed. This credentialing
tracking form spreadsheet includes individuals’ active status during the month by name,
professional discipline title, appointment date, and termination date. The form is electronically
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submitted to DOE or CAMHD’s Credentialing Specialist (depending upon contracting state
agency) by the 15" of each month.

Progress Report
DOE: Progress Report

a. Providers (employees and contracted) must complete visit records reflecting all contacts and
enter into ISPED (or other designated database) within twenty-four (24) hours.

b. Medication monitoring providers must complete the DOE specified Psychiatric Medication
Monitoring Progress Note after each session. The progress note is placed within the
student’s agency record, with a copy sent to the IEP/MP care coordinator, within twenty (24)
hours of the date of service.

c. The Student Service Plan shall be turned in to the IEP/MP Care Coordinator within one (1)
week of referral, and reviewed and revised, as needed. By the 5" of every calendar month,
required data must be inputted into ISPED (or other designated database) and the SBBH
supplemental database, reporting on the student's end-of-month status, as well as service
activities and student progress over the entire month. If the 5" falls on the weekend or a
holiday, data input is due on the preceding school day.

d. SBBH Quarterly Progress Reports must address student progress in meeting IEP/MP goals,
and shall be completed and made available to the student's IEP/MP Care Coordinator within
2 weeks before the end of the quarter. Also a report is due at the end of the Extended
School Year (ESY) period if the student is eligible. Tracking of outcome measures shall, at
a minimum, include quarterly completion of the BASC-2 Student Observation System (SOS)
in the setting of greatest difficulty. Data shall be incorporated into the SBBH Quarterly
Progress Report. The provider shall incorporate the contents of the SBBH quarterly report
into the ISPED (or other specified data collection system) quarterly progress report.

CAMHD Progress Report: Monthly Treatment and Progress Summary (MTPS)

Contractors must electronically submit client-specific monthly treatment and progress summary
reports to the appropriate MHCC by the 5" day of each month describing the provided service
and progress of the youth and family during the preceding month. The report must specify
youth served, service format, service setting, service dates, treatment targets, progress ratings,
intervention strategies, medications and dosage. Additional outcome measures may also be
reported.

The report should be completed by the clinician(s) most familiar with the youth and family’s
treatment and progress and must be verified for accuracy, signed and dated by a qualified
provider. If multiple clinicians within an agency have worked with the youth and family during
the month, the clinician completing the MTPS should gather relevant information from others to
comprehensively complete the form. The form that must be used for this purpose is the
“Service Provider Monthly Treatment and Progress Summary” (See Appendix B-11), and the
“Instructions and Codebook for Provider Monthly Summaries” (See Appendix B-12), the most up
to date versions can be found at http://www.hawaii.gov/health/mental-
health/camhd/camhd/provider/prov-agency/index.html. Providers are responsible for on-going
training of their clinicians and supervisors in accurate completion of the MTPS. A videotape of
the statewide training on the MTPS is available from the CAMHD Clinical Services Office.
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3. QUALITY ASSURANCE (QA) REPORTS

All Contractors must maintain Quality Assurance Programs, document their Quality Assurance
Plan, and submit Quality Assurance Reports.

DOE: QA Report

a. Quality assurance specifications:

1. All contracted agencies must participate in, at least annually or frequently quarterly,
contract monitoring. This contract monitoring is based on compliance with the DOE
monitoring protocol and compliance with all administrative and fiscal aspects of the
contract.

2. All documentation and all student records must be made available upon request by the
DOE, or for audits scheduled by DOE.

3. All contracted agencies must have a detailed Quality Assurance Plan (QAP). Contracted
agencies must implement an internal QAP to assure the delivery of quality educational
services, a plan for program assessment, and continuous improvement. The QAP will
include evidence supporting their plan and will be available for district/state DOE review.

4. All contracted agencies must participate in District/Complex Quality Assurance Meetings
at the request of DOE.

5. All contracted agencies must participate in the Internal Monitoring process at the request
of DOE.

6. All providers and agency staff members must adhere to the DOE Guidelines for Water
Related Activities. (See Appendix A-14).

b. Output and Performance/Outcome Measurements:

At a minimum these measures must include:

» Satisfaction of schools and parents with the services;

e Progress and tracking of student outcome measures (at a minimum, to include the
guarterly completion of the BASC-2 Observe in the setting of difficulty) related to
behavioral and academic achievement;

o Timeliness of services, which includes initiation of services as outlined by the DOE and
reports provided by due dates; and

e Services provided are aligned with DOE educational philosophy and complement
student’s educational curriculum.

c. Service Verification:
Contracted agencies will also be required to submit prescribed monthly service verification
forms documenting that services were actually rendered on the date specified.

d. Sentinel Events and Incidents:

1. Contracted agencies must submit documentation and evidence of policies and
procedures regarding sentinel events and incidents. At a minimum, these policies must
address: (1) how the agency will notify the respective school administrator and the
appropriate District Education Specialist (DES) within twenty-four (24) hours by fax or
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phone and in writing within seventy-two (72) hours of any event that compromises the
safety of a student utilizing the Sentinel Event / Incident Notification for DOE Contracted
Providers form; (2) how the agency tracks the occurrence of all sentinel events and
incidents to identify trends and patterns in order to implement improvements; and (3) a
complete analysis of the event as well as actions taken to address events.

2. Contracted agencies must submit documentation and evidence of policies and
procedures regarding the use of restraints.

3. The Department reserves the right to evaluate the agency’s program/service delivery for
program monitoring purposes on an annual basis, at a minimum, through either an on-
site evaluation or a documentation review.

4. Contracted agencies must submit a SBBH Services FY Final Report at the end of
the contract period.

CAMHD: Quarterly QA Reports

Contractors must submit quarterly Quality Assurance Summary reports that are based upon the
agency'’s quality assurance and improvement program that define measurable indicators for
identified clinical and non-clinical process and outcome objectives. These reports state the
findings and analyses conducted as well as actions that have been or will be taken by the
agency following its quarterly review.

Contractors must report the following components, to the CAMHD Performance Management
Section every quarter, no later than forty-five (45) days following the end of each quarter. Forty-
five days are allowed to give Contractors the time to complete the quarter's data collection and
to analyze the data in their quality assurance committee(s). The quarterly Quality Assurance
Summary report is to include the following information:

a. Sentinel Events:
e An analysis, including numbers, types and identified trends and patterns including
issues/problems that accounted for the sentinel events.
e Remediation actions and analysis of what accounted for improvement lack of
improvement or sustained improvement.

b. Grievances:
e The number and types of grievances filed in the quarter
o Current status of the grievance investigation (i.e. pending, in process or resolved)
o If resolved, describe the resolution, any operational or administrative changes that were
indicated and the status of implementation

c. Staffing / Personnel Activities:
e Current youth/staff ratios per program component (i.e., per therapist for Intensive In-
home; living unit for residential programs)
e Overall adequacy of staff per program including vacancies, overtime patterns, recruiting
efforts, analysis of staffing stability per program and availability of clinically qualified
professional staff

d. Training and Practice Development:
e Summary of trainings conducted during the quarter
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e Reason for the training topic
e Analysis of impact on staff practices

Clinical Supervision:

e Adherence to supervision requirements, as indicated by the CAMHD supervision
standards

e Number of group and individual supervision sessions held during the quarter

o Number and percentage of QMHP’s that participated in monthly peer review sessions

e Barriers to meeting one-hundred percent (100%) compliance in supervision practices
and related improvement strategies

Credentialing:

e Percentage of staff credentialed

o Percentage of timely and completed submission of staff files to CAMHD

e Barriers to meeting 100% compliance and related corrective action plan improvement
strategies

. Clinical Documentation:

o Completeness, quality and timeliness of clinical records and progress notes based on
chart review conducted through a tool that reflects CAMHD requirements. (Note: for
sample, see “CAMHD Medical Records Standards” at www.hawaii.gov/health/mental-
health/camhd/provider/prov-agency/index.html)

Performance/Outcome Measures
1. Access Measures
. Number and percentage of referral acceptance forms sent to the referring CAMHD
Branch within two working days
. Number and percentage of youth accepted upon receipt of a complete referral
packet
. Number and percentage of youth who began service within fourteen days of referral
Number and percentage of youth ejected from program

2. Treatment Progress Measure
o Number and percentage of youth that have met 75% of their Mental Health
Treatment Plan goals at the time of discharge (Note: This information is derived by
CAMHD from the Provider Monthly Summary report)

3. Staff Qualifications Measure
° Number and percentage of staff fully credentialed

4. A form for reporting this data will be provided by CAMHD (See Appendix B-13 & 14).
CAMHD will collect the primary source for the measures above and will crosswalk this
data with the information provided by contracted provider agencies.

Facility:

e Status of facility maintenance including cleanliness, needed repairs and safety based
upon routine, procedural inspections

e Steps taken to create and sustain a home-like engaging, family-friendly atmosphere

e Facility or administration office re-location plans.
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j. Status of Corrective Action/Improvement Plans:

¢ Analysis of performance data used by the agency, and strategies being undertaken to
improve and/or sustain performance including evidence of review through the agency’s
guality committees

e A summary of progress on all corrective actions, improvements and/or required
deliverables resulting from CAMHD review of Contractor’'s performance.

e Summary of procedural and operational changes that have been planned or
implemented to address areas that need improvement

¢ Identification of any barriers to implementing needed improvements and strategies to
address barriers.

k. Contractor Quality Assurance Meeting Agenda and Minutes
¢ Submit agendas and minutes for meetings held regarding quality issues conducted
during the quarter including summary of any focused reviews and/or special studies
planned or conducted.

CAMHD STATE FACILITY LICENSE:
Contractors shall send a copy of all applicable State facility licenses to CAMHD’s Facility
Certification Specialist each time facilities are granted licensure and upon renewal of licenses.

CAMHD POLICIES, SCHEDULES, TRAINING CURRICULUM, AND OTHER DOCUMENTS:
Contractors of Therapeutic Group Homes, Independent Living Program and Community-Based
Residential treatment services shall submit, on request, copies of policies, schedules, training
curriculum, or other documents as requested by CAMHD’s Facilities Certification Specialist.

CAMHD SUMMARY OF LICENSING CORRECTIVE ACTIONS AND ANY REQUIRED
DELIVERABLES:

Applicable Contractors must provide a summary of corrective actions and required deliverables
that result from desk or site reviews conducted by CAMHD'’s Facilities Certification Specialist to
Department of Health CAMHD and Office of Health Care Assurance (OHCA).

CAMHD SENTINEL EVENTS:

All sentinel events, as defined in the CAMHD Sentinel Event Policy and Procedure 80.805 (See
Appendix B-16), shall notify the youth’s parent/legal guardian and MHCC within twenty-four (24)
hours of occurrence by fax or phone and submit a written hard copy report on the CAMHD 72-
Hour Sentinel Event Report Form (See Appendix B-17) submitted to CAMHD Sentinel Events
Specialist and the CAMHD Branch within three (3) working days of the event. Working days
exclude weekends and state holidays.

CAMHD ACCREDITATION:

Current Joint Commission on Accreditation of Healthcare Organizations (JCAHO), Council on
Accreditation of Rehabilitation Facilities (CARF), or Council on Accreditation (COA) is required.
All Contractors shall submit evidence of current accreditation to CAMHD Performance
Management Section.

CAMHD WEEKLY CENSUS REPORT ON CLIENT STATUS AND WAITLISTED YOUTH

All out-of home levels of care including Therapeutic Foster Homes, Multidimensional Treatment
Foster Care, Therapeutic Group Homes, Community-Based Residential Programs, Independent
Living Programs, Acute Psychiatric Hospitalization, and Hospital-Based Residential treatment
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service are required to submit a CAMHD Weekly Census Report on Client Status Form. (See
Appendix B-19) in standard format to CAMHD’s Clinical Services Office, Utilization Management
section no later than Tuesday noon of each week either by fax or electronically.

CAMHD ATTENDANCE AND ENCOUNTER RECORDS:

Attendance records and encounter records must be maintained at each facility for prescribed
program activities. Residential facilities must maintain a log of whole day and/or night absences
from both program and residence whether authorized or not. Such records are filed in the
youth’s file and made available to CAMHD upon request. All Contractors with an educational
component must submit the CAMHD Education Attendance Report (See Appendix B-21) to the
CAMHD Fiscal section in a format and schedule to be specified by CAMHD.

CAMHD TITLE IV-E ADMINISTRATIVE REPORTS:

In accordance with CAMHD'’s efforts to maximize federal reimbursement, quarterly submission
of Title IV-E Training Activity and Cost Reports (See Appendix B-22) by applicable Contractors
to the CAMHD Fiscal Section is required, using standard training reporting forms.

Other specified reports/documents periodically requested by the CAMHD.

CAMHD may periodically request specific information or documents to address specific issues
or system needs. In making these requests CAMHD will be sensitive to the anticipated
resources required of contractors to respond to such requests. Nevertheless, contractors are
expected to provide such information upon request by CAMHD.

. RISK MANAGEMENT

All CAMHD/DOE Contractors must have policies and procedures that address critical risk
management activities that include the following:

1.

Criminal, Child Abuse, and Background Screening

DOE: Screening

DOE contracted provider agencies shall make all reasonable investigations to determine
whether a prospective employee, employee, agent, or volunteer has been convicted of any
criminal offense pursuant to any law enforcement or military authority which would make the
prospective employee, employee, agent or volunteer unsuited for working in close proximity to
children. Furthermore, the contracted provider agency shall inform the DOE if any prospective
employee, employee, agent or volunteer who is providing services under DOE contract has
been convicted of a criminal offense. The DOE reserves the right to refuse the services of any
prospective employee, employee, agent or volunteer of the PROVIDER.

DOE contracted provider agencies shall require, at a minimum, local criminal history checks on
all employees, agents, and volunteers including, but not limited to administrative and program
staff members who work in close proximity to children. Fingerprinting checks required under
DOE contracts shall be completed before any employee, agent and volunteer of the PROVIDER
is assigned to any work site. Upon express statutory authority for the DOE to conduct national
criminal history checks on contracted providers, a national criminal history check shall be
required.

All costs associated with the conducting and processing of the criminal history checks of all
DOE contracted provider agencies’ employees, agents, and volunteers shall be the

responsibility of the contracted provider agency.
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The contracted provider agency shall maintain a record of the mandatory criminal history checks
performed on each of its employees, agents, and volunteers. Additionally, the agency shall
maintain and update a list of all new employees, agents, and volunteers that document the
status and completion dates of the mandatory criminal history checks and other primary source
verification.

The DOE reserves the right to monitor the contracted provider agency’s compliance on an
annual basis, at a minimum, through either an on-site evaluation or a documentation review.

CAMHD: Screening

CAMHD requires a background check on each employee that has direct contact with children
and youth receiving contracted services. This includes a Criminal History Record Check
through the Hawali'i Criminal Justice Data Center and Hawai'i Child Protective Services System,
a Child Abuse and Neglect screening in accordance with CAMHD P&P 80.406 “Child Abuse and
Neglect Check: (See Appendix B-23), a driver’s license screening, and references from all
employers for the previous three (3) years of employment. Annually a Child Abuse and Neglect
screening must be conducted. Every two (2) years a local criminal records check must be
conducted. This is documented in the employee’s personnel file. The Contracting agency is
responsible for reviewing the documentation and taking actions as needed.

Safety

DOE/CAMHD require Contractors to have procedures to insure the safety and well being of
student/youth at all times. Safety is relative to known risks, and is not an absolute protection
from all possible risks.

Contractors shall manage, control, or alter potentially harmful conditions, situations, or
operations including those leading to abuse, neglect and sexual exploitation, or induced by
student/youth’s high-risk behaviors to prevent or reduce the probability of physical or
psychological injuries to student/youth.

Safety from harm extends to freedom from unreasonable intimidation and fears that may be
induced by other children, line staff, treatment professionals, or others.

Safety applies to settings in the natural community as well as to any special care or treatment
setting.

Restraints and Seclusion

The State of Hawai'i is committed to fostering violence-free and coercion-free treatment
environments for children and adolescents. As part of this commitment, CAMHD advocates that
Contractors seek to minimize the use of restraint and seclusion, and work to increase the
effective use of positive behavioral support strategies. Restraint and seclusion are emergency
interventions that are used only to assure safety in situations where there is imminent risk of
physical harm. Each student/youth has a right to be free from restraint or seclusion in any form
that is used as a means of coercion, discipline, convenience, or retaliation.

Historically, seclusion and restraint have been seen as a necessary and even therapeutic part of
treatment for those with emotional and behavioral difficulties. Over the past two (2) decades,
however, there has been an increasing recognition nationally that: 1) restraint and seclusion can
lead to student/youth injury and even death and 2) student/youth usually experience significant
psychological trauma in the course of seclusion or restraint interventions, and 3) treatment
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environments that minimize use of these methods are safer for both student/youth and staff
members.

Because incidents of restraint and seclusion represent a significant risk to student/youth and
staff members, the DOE, CAMHD and all Contractors shall have internal policies and
procedures regarding Restraints and Seclusion. The policies and procedures must include, but
are not limited to, the following:

e The training that staff must receive prior to using restraint or seclusion with an emphasis
on the serious potential for restraint or seclusion to cause injury or death;

¢ Reviewing and updating restraint and seclusion policies and procedures regularly, based
on clinical outcomes;

e Agency-wide priority to use restraint or seclusion only when there is no safe alternative
to prevent harm to self or others, safely and in accordance the agency’s restraint and
seclusion policies and procedures;

¢ Adequate allocation of resources to prevent the frequent use of restraint or seclusion;
and

e Appropriate decision-making guidelines for when the use of restraint or seclusion is
necessary.

Non-aversive interventions and positive behavioral supports shall be the absolute first course of
action to ensure the safety of the student/youth and others. These strategies must be part of a
programmatic youth-specific plan to anticipate and manage a high-risk situations and unsafe
behavior, and it must be clearly documented that such non-aversive strategies were the first
course of action.

Restraint or seclusion are safety interventions of last resort and are to be used only in situations
where risk of danger to the student/youth or others is reasonably imminent. Any use of
seclusion or restraint must be documented and tracked following the use of the most recent and
current Centers for Medicare and Medicaid Services accreditation standards.

Seclusion involves maintaining a student/youth in a locked and/or secure room to ensure the
safety of the student/youth or others. Any such isolation in a secure environment from which
the student/youth is not potentially free to leave is considered seclusion (e.g., having a staff
member block the exit from an unlocked seclusion room). The use of seclusion as a safety
intervention is different from the use of the discipline technique called a “time out”. Time out
from reinforcement is the removal of a student/youth from potentially rewarding people or
situations. A “time out” is not used primarily to confine the student/youth, but to limit
accessibility of reinforcement. Such a time-out requires constant monitoring by staff. In a time
out, the individual is not physically prevented from leaving the designated time-out area.

Mechanical restraint involves restricting a student/youth’s movement through the use of a
restraining device (e.g., four point bed restraints) to ensure the safety of the student/youth or
others.

Physical restraint involves any use of physical force to restrict a student/youth’s freedom of
movement. Physical escorts in which the student/youth is willfully cooperating with the guide
are not considered restraint until such time as the student/youth no longer intends to follow or
be escorted (e.g., student/youth struggles with staff).
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Chemical restraint involves the incidental use of medications and drugs to control unsafe
behavior through temporary sedation or other related pharmacological action. Adjusting the
dose of a prescribed medication or prescribing a new medication to achieve better symptom
control is not considered chemical restraint.

Restraints and seclusions are treated as potentially dangerous emergency procedures.
Restraint and seclusion:

e Are not to be used as treatment interventions.

o Require: a) written orders, b) on-going monitoring during the intervention, c)
assessment of the student/youth when the intervention is concluded, d) debriefing of
staff and student/youth involved, and e) notification of the student/youth’s guardians and
CAMHD.

¢ Must terminate when the emergency safety situation has ended and the risk of imminent
harm has passed, even if the order has not expired.

e Shall not be used simultaneously.

e May not exceed four (4) hours for 18-21 year olds, two (2) hours for 9-17 year olds, and
one (1) hour for children less than nine (9) years of age.

e Must not involve the use of mouth coverings.

Must not result in harm or injury to the student/youth.
e Standing orders and as-needed (PRN) orders are prohibited.

Orders:

Chemical restraints must be preceded by a written order by a qualified physician. That physician
must be available to staff for consultation, at least by telephone, throughout the entire period of
the emergency safety intervention.

Other forms of restraint and seclusion may be ordered only by: a) a board-certified psychiatrist,
b) a licensed psychologist, or ¢) a physician licensed to practice medicine with specialized
training and experience in the diagnosis and treatment of mental diseases.

Such orders utilize the least restrictive emergency safety intervention that is most likely to be
effective in resolving the emergency safety situation based on consultation with staff. Standing
orders and as needed (PRN) orders are prohibited. Safety interventions must not involve the
use of mouth coverings nor result in harm or injury to the student/youth.

Each order must include:
e The name and signature of the staff issuing the order;
e The date and time the order was issued; and

e The type of emergency safety intervention ordered, including the length of time
authorized.

The qualified person issuing the order must be available to staff for consultation, at least by
telephone, throughout the period of the emergency safety intervention.

If the emergency safety situation continues beyond the time limit of the order for the use of
restraint or seclusion, a registered nurse or other licensed professional, such as a licensed
practical nurse, must immediately contact the person who issued the order to receive further
instructions.
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Monitoring

Clinical staff, trained in the use of emergency safety interventions, must be physically present,
continually assessing and monitoring the physical and psychological well being of the
student/youth and the safe use of restraint throughout the entire duration of the emergency
safety intervention.

Clinical staff, trained in the use of emergency safety interventions, must be physically present in
or immediately outside of the seclusion room, continually assessing, monitoring, and evaluating
the physical and psychological well being of the youth in seclusion. Video monitoring does not
meet this requirement. The seclusion room must:
o Allow staff full view of the student/youth in all areas of the room; and
o Be free of potentially hazardous conditions such as unprotected light fixtures and
electrical outlets.

Assessment after the initial intervention

For Hospital-Based Facilities: A board-certified psychiatrist, licensed psychologist, or physician
licensed to practice medicine with specialized training and experience in the diagnosis and
treatment of mental diseases who issued the order must conduct a face-to-face assessment of
the student/youth's well being within one (1) hour of the initiation of the emergency safety
intervention.

For Non-Hospital-Based Programs: If the authorized individual who issued the order is not
available, Centers for Medicare and Medicaid Services (CMS) regulations require a clinically
gualified registered nurse trained in the use of emergency safety interventions to conduct a
face-to-face assessment of the student/youth's well being within one (1) hour of the initiation of
the emergency safety intervention.

All assessments will include, but are not limited to:
e The student/youth's physical and psychological status;
e The student/youth's behavior;
e The appropriateness of the intervention measures as a last resort, safely applied,
monitored, released ASAP and return to preventative milieu; and
e Any complications resulting from the intervention (e.g. trauma or injury).

Notification

The program must notify the parent(s) or legal guardian(s) that the student/youth has been
restrained or placed in seclusion as soon as possible after the initiation of each emergency
safety intervention. Documentation of this notification, including the date and time of notification
and the name of the staff person providing the notification, will be placed in the student/youth's
master file. The program must document attempts to establish contact within twenty-four (24)
hours of initiation of the restraint or seclusion.

Each Contractor must record, maintain, and track, any use of seclusion and restraint following
the most recent and current Centers for Medicare and Medicaid Services accreditation
standards. At minimum, information shall include:

The type of restraint or seclusion used,;

Staff involved:;

Documentation of the verbal and/or written order;

Witnesses to the restraint/seclusion;

The time frame and duration of use;
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e The rationale for restraint or seclusion;
The types of less restrictive alternatives that were tried or considered; and

o An assessment of the student/youth's adjustment during the episode and reintegration to
the daily program.

A sentinel event telephone call must be made to CAMHD within twenty-four (24) hours of the
occurrence of the restraint or seclusion. Complete written documentation of the episode must
follow to the CAMHD within seventy-two (72) hours (three working days) of the sentinel event
via a the Sentinel Event Report form, including (1) a review of the less restrictive alternatives
that were considered, and (2) a reference to the debriefing with the youth and all staff and
residents who were involved in or witnessed the event.

Debriefing

As soon as possible, but at least within twenty-four (24) hours after the use of restraint or
seclusion, the student/youth and all staff (except when the presence of a particular staff person
may jeopardize the well-being of the resident) involved in the emergency safety intervention
must have a face-to-face discussion.

Other staff and the parents or legal guardians may participate when it is deemed appropriate by
the facility. If this occurs the program must conduct such a discussion in a language that is
understood by the parents or legal guardians.

The discussion must provide both the student/youth and staff the opportunity to discuss the
circumstances leading to the use of restraint or seclusion and strategies to be used by the staff,
the student/youth, or others that could prevent the future use of restraint or seclusion.

Within twenty-four (24) hours after the use of restraint or seclusion, all staff involved in the
emergency safety intervention, and appropriate supervisory and administrative staff, must
conduct a debriefing session. A senior manager not involved in the event should lead the
debriefing session. This formal debriefing must include, at a minimum, a review and discussion
of:

The emergency safety situation that required the intervention, including a discussion of the
setting events and precipitating factors (e.g. identification of the behavior being controlled) that
led up to the intervention;

Alternative techniques and client de-escalation preferences that were implemented or might
have prevented the use of the restraint or seclusion;

The procedures, if any, that staff are to implement to prevent any recurrence of the use of
restraint or seclusion;

The outcome of the intervention, including any injuries that may have resulted from the use of
restraint or seclusion;

Determination of whether imminent danger was present and whether the early signs of risk were
detected;

The procedures for naotification, documentation, and return to the therapeutic environment.
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The agency must document in the student/youth's record that both debriefing sessions took
place and must include the names of staff who were present for the debriefing, names of staff
who were excused, and any changes to the student/youth's treatment plan that resulted from
the debriefings.

4. Sentinel Events and Incidents
All CAMHD Contractors must have internal policies and procedures regarding sentinel events
and incidents in accordance with CAMHD’s P&P 80.805 “Sentinel Events/Incidents” attachment
“Sentinel Event Code Definitions” (See Appendix B 18). At a minimum these policies must
address:
e How the Contractor notifies CAMHD (CAMHD Branch and Sentinel Events Specialist) or
DOE within twenty-four (24) hours by fax or telephone and in writing within seventy-two
(72) hours (excluding week ends and state holidays) of any serious sentinel event as
defined in CAMHD’s P&P 80.805";
o How the Contractor tracks the occurrence of all incidents and sentinel events to identify
trends and patterns in order to implement improvements; and
o A complete analysis of the event as well as actions taken to address the event. Both the
initial natification and the subsequent written report must be forwarded to the CAMHD
Performance Management-Section and the MHCC, or applicable DOE school
administrator and district educational specialist (depending upon contracting state
agency involved).

QMHP’s shall review all events reported by staff as evidenced by their signature to the Sentinel
Events Report form, in discerning whether the events are reportable incidents in accordance
with CAMHD’s definitions.

5. Police
Requests for police assistance should be limited to situations where the student/youth’s
behavior is deemed to be critically out of control and can no longer be safely contained by staff.
CAMHD’s out of home providers are to follow their internal crisis management procedures
including consultation with their QMHP prior to requesting police assistance.

Q. STUDENT/YOUTH RIGHTS AND CONFIDENTIALITY

CAMHD and DOE recognize the rights of all students/youth and families accessing behavioral
health services.

DOE: Consumer Rights

All DOE employees and contracted agencies and their employees or subcontracted professionals
are required to recognize the rights of students and families as safeguarded under IDEA 2004 and
HAR 8-56 and the Section 504 of the Rehabilitation Act and HAR 8-53.
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CAMHD: Consumer Rights
All Contractors and their employees or subcontracted professionals are required to recognize
CAMHD Consumer Rights and Responsibilities that state:

e You have the right to be treated with respect. You also have the right to your privacy.

e You have the right to treatment no matter what your situation is. You have this right
regardless of your: age, race, sex, religion, culture, ability to communicate, or disability.

e You have the right to know about the CAMHD, the services you can receive and who will
provide the services. You also have the right to know what your treatment and service
choices are.

You have the right to know all of your rights and responsibilities.

e You have the right to get help from CAMHD in understanding your services.

You are free to use your rights. Your services will not be changed or you will not be treated
differently if you use your rights.

e You have the right to receive information and services in a timely way.

¢ You have the right to be a part of all choices about your treatment. You have the right to
have your treatment plan in writing.

e You have the right to disagree with your treatment or to ask for changes in your treatment
plan.

e You also have the right to ask for a different provider. If you want a different provider, we
will work with you to find another provider in our network.

e You have the right to refuse treatment.

e You have the right to get services in a way that respects your culture and what you believe
in.

e You have the right to look at your records and add your opinion when you disagree. You
can ask for and get a copy of your records. You have the right to expect that your
information will be kept private within the law.

e You have the right to complain about your services and to expect that no one will try to get
back at you. If you complain, your services will not stop unless you want them to.

e You have the right to be free from being restrained or secluded unless an allowed doctor or
psychologist approves, and then only to protect you or others from harm. Seclusions and
restraints can never be used to punish you or to keep you quiet. They can never be used to
make you do something you don’t want to do. They can never be used to get back at you
for something you have done.

All employees and Contractors must adhere to these rights in the provision of behavioral health
services to eligible youth. Each Contractor is to identify a Behavioral Health Rights Advisor within
their organization who will ensure that all youth and families are made aware of their rights, and that
the provider respects and upholds these rights.

Each Contractor shall have in place, its own administrative process through which youth and their
families can have their concerns and/or complaints addressed in a thorough and efficient manner.
MHCC reviews the CAMHD Consumer Handbook with parents and youth (as appropriate) who sign
a form acknowledging receipt of this information as well as the Notice of Privacy Practices. The
Acknowledgement Form is filed in the youth’s chart.
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. COMMUNITY FOCUS

DOE and CAMHD shall participate in local community organizations, including service areas
boards, neighborhood boards and/or Community Children’s Councils (CCC). DOE and CAMHD
shall work collaboratively with the community organizations to address issues and concerns about
the services and the continuum of care provided to Hawai'i’s eligible student/youth. Contractors are
required to participate in local community organizations to ensure healthy, ongoing communication
between the providers and the-community organizations and to provide opportunities for
collaboration in the development of behavior health services/resources to complement existing
services and to meet local needs.

. TEAM-BASED DECISIONS

All behavioral health services with the exception of emergent and urgent services are the result of
team-based decisions and are driven by the student/youth and family/guardian. The IEP/MP/CSP
team utilizes assessment information evidenced-based service information, practice guidelines and
performance standards to make decisions. Services emanate from an IEP/MP, or CSP with a
BSP/SSP or MHTP to elaborate the program and setting specific actions.

. GRIEVANCES/APPEALS

DOE and CAMHD respect the right of any student/youth or family to disagree with aspects of
planning or service delivery and will make every effort to resolve these disagreements directly with
the family. If resolution is not possible in direct exchange, families and providers have additional
recourse through the DOE Due Process Administrative Hearing Avenue, or CAMHD'’s Grievances
and Appeals Process (See Appendix B-25 Grievance and Grievance Appeals P&P 80.603).
Student/youth and/or families are informed of these processes at their school-based team
meetings, and upon registration at a CAMHD Branch. If a service is going to be denied, terminated
or reduced, CAMHD provides at least ten (10) days notice to the youth/family and Contractor (if
applicable). This notice includes appeal rights and appeal process information.

. ACCOUNTABILITY/SERVICE STANDARDS

All Contractor will remain obligated to (a) aspects of the contract as agreed upon by DOE, CAMHD,
and the provider; (b) to general professional practice and ethical standards as dictated by the
various State professional and vocational licensing standards; (c) to general standards of practice
as described by the evidenced-based services committee; (d) and to service standards as
delineated in this manual.

DOE and CAMHD shall be responsible for monitoring each contract at least annually and more
frequently as needed.

. CAMHD BED HOLDS AND THERAPEUTIC PASSES

1. Bed Holds
Whenever a youth is absent from an out of home program for twenty-four (24) hours, due to
elopement or placement in Acute Psychiatric Hospitalization, Community Hospital Crisis
Stabilization, Community-based Crisis Group Home, Detention Home or Hawaii Youth
Correctional Facility, CAMHD may authorize a hold the bed for up to seven (7) consecutive days
at fifty percent (50%) of the unit rate. The Contractor must accept the youth back into the
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program at anytime during the bed hold period, unless it has been determines, at the cost of the
Contractor, through an evaluation by a CAMHD approved independent psychiatrist that an
alternate service is necessary. The results of this evaluation must be provided to CAMHD in
writing prior to any action being taken. If the youth returns after seven (7) days, the Contractor
is obligated to accept the return of the youth if there are any vacant beds. If there are no vacant
beds, the Contractor is obligated to put the youth on the waitlist with an anticipated admission
date. CAMHD reserves the right to execute contractual action if the Contractor is unable or
unwilling to meet the needs of the youth.

Therapeutic Passes

A therapeutic passed is defined as a pass of twenty-four (24) hours to assist the youth/young
adult in achieving their MHTP goals. Therapeutic passes are used to assist youth in
maintaining/improving family relationships, generalizing skills to the home/community and
transitioning to home/community living. Therapeutic passes are planned and require prior
approval by the MHCC, except for unplanned family emergencies. Therapeutic passes are paid
at one hundred percent (100%) of the contacted rate up to the number of days specified in the
service-specific standard. Therapeutic passes beyond the threshold are reimbursed at fifty
percent (50%) of the contracted rate. Passes of less than twenty-four (24) hours do not require
prior authorization and are not considered “therapeutic passes.” The thresholds, for therapeutic
passes are included in the “Clinical Operations” section of each eligible out-of-home service-
specific standard.
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SECTION Il - PART A: EMERGENCY MENTAL HEALTH PERFORMANCE STANDARDS

l. EMERGENCY MENTAL HEALTH SERVICES:

A. 24-HOUR CRISIS TELEPHONE STABILIZATION

Definition

24-Hour Crisis Telephone Stabilization serves all youth whose
immediate health and safety may be in jeopardy due to a mental
health issue. After receiving support, consultation and referral that
dissipate the crisis situation, the youth’s natural environment has
the capacity to allow the youth to remain safely in the community.
The absence of this capacity would indicate need for mobile
outreach services to assess situation and arrange appropriate
course of actions.

Services Offered

1. Crisis Telephone Stabilization services is staffed twenty-four
(24) hours/seven (7) days a week.

2. Initial assessment is made over the phone regarding the
nature of the mental health crisis.

3.  Support, consultation and referral services are provided
based on the initial assessment.

4.  The crisis worker provides the caller with sufficient
information or guidance to dissipate crisis.

5. The agency must provide at least quarterly advertisements
of the 24-Hour Crisis Telephone Stabilization service via
public service announcements, flyers, posters, mailing list,
etc.

Admission Criteria

All youth, families or community members in need of help during a
crisis.

Initial Authorizations

No authorization needed.

Discharge Criteria

Crisis situation diffused and natural supports sufficient for youth to
remain safe in the community or dispatch of Crisis Mobile
Outreach team.

Service Exclusions

No exclusions.

Clinical Exclusions

No exclusions.

Staffing Requirements:

In addition to the staffing requirement listed in the general standards, these staff requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
staffing requirements will supersede the general standards.

1. A QMHP is on call twenty-four (24) hours a day, seven (7) days a week, in the event of clinical
or complex psychiatric related situations in need of consultation and is available for on-call
service, consultation, direction, and case debriefings.

2.  The agency staff must under the supervision of a QMHP. A MHP with crisis experience must be
on the premises at a minimum of eight (8) hours/day and must be on call at all other times.

3. The agency must have adequate numbers of crisis workers available, particularly during peak
call hours to minimize call waiting and call hold instances.

4. At a minimum, crisis workers must meet paraprofessional credentialing requirements.

Page 47
Emergency Mental Health Performance Standards
24-Hour Crisis Telephone Stabilization




INTERAGENCY PERFORMANCE STANDARDS AND PRACTICE GUIDELINES

Clinical Operations

1.
2.

No o

10.

11.

12.

Services are available twenty-four (24) hours a day, seven (7) days a week.
Trained crisis workers must be available at all times to assess the nature and severity of the
mental health crisis, provide needed support and consultation, and refer for appropriate
treatment or other needed service.
The crisis telephone stabilization service must be a toll free number for all callers in the covered
geographic area.
Crisis telephone stabilization service must have Telephone Device for the Deaf (TTY) or Text
Telephone Display (TTD) capacity.
All calls must be answered by trained crisis workers within three (3) rings or ten (10) seconds.
All calls must not be on hold for more than fifteen (15) seconds.
The agency must have a process for dispatching crisis telephone stabilization calls for on-site
visits by the mobile outreach team when situations warrant face-to-face lethality assessments
and consultation.
The agency must have protocols to ensure that crisis workers have timely access to the
agency’s QMHP for assistance with complex situations. Protocols must specify the role of the
QMHP in providing additional guidance until the crisis dissipates or diminishes, or until the
mobile outreach team arrives and initiates services.
Prior to performing hotline services, hotline workers receive at least twenty-four (24) hours of
orientation training including: crisis assessment and intervention, suicidal assessment, homicidal
assessment, clinical protocol, proper documentation, and knowledge of community resources.
Hotline workers must be familiar with CAMHD service array and other community resources and
services to provide guidance and referrals to callers.
The program must have documented training on a quarterly basis, to expand knowledge base
and skills relative to crisis intervention treatment protocols as guided by the agency’s training
curriculum, and youth-specific situations experienced by crisis telephone stabilization workers.
Training should promote Evidence-Based Services and Best Practice procedures for urgent and
emergent care situations.
Please see Section | General Standards for additional clinical operation requirements:

e H. Staffing

e Orientation and Training and Training Requirements for CAMHD Contactors;
I. Supervision
J. Evaluation of Staff Performance;
K. Credentialing Requirements;
P. Risk Management

Documentation

1.

An emergency service note must be completed and entered in the service log immediately, that
includes, to the extent provided by the caller:

Identifying demographic information.

The date and actual time and duration of the services rendered.

The worker who took the call.

The nature of the crisis.

Description of the nature of interventions made, including natural community resources
utilized in diminishing the crisis and ensuring the safety of the youth.

The involvement of additional staff in the provision of service, particularly the on-call QMHP
or MHP.

g. The youth’s status, referrals for continued services and disposition at the end of the call.

CHES TN S
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h. If the youth’s name is not given, a note describing any relevant general information (e.g.
male teenager) is obtained. Anonymous caller notes are placed in a separate file.
i. Contact with any current providers or reference to current treatment or crisis plans in place
for the youth.
2. If the youth is registered with a CAMHD Branch, this documentation must be forwarded to the
MHCC by closure of the next business day.
3. The crisis telephone stabilization agency must have the necessary systems in place to monitor
calls, length of calls, call wait times and aborted calls. These reports must be provided to
CAMHD every quarter.
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B. CRISIS MOBILE OUTREACH

Definition

This service provides mobile outreach assessment and
stabilization services face-to-face for youth in an active state of
psychiatric crisis. Services are provided twenty-four (24) hours per
day, seven (7) days per week and can occur in a variety of settings
including the youth’s home, local emergency facilities, and other
related settings. Immediate response is provided to conduct a
thorough assessment of risk, mental status, and medical stability,
and immediate crisis resolution/stabilization and de-escalation if
necessary.

Services Offered

1. Twenty-four (24) hour-seven (7) day a week response.

2. Immediate response is required, with a maximum arrival

time within forty-five (45) minutes of notification.

Pre-hospitalization screening and assessment.

Crisis intervention and counseling.

Intensive in-home services to stabilize the family.

Arrangement of and assist with transportation to a

Community Based Crisis Group Home, Community Hospital

Crisis Stabilization, or Emergency Room (when needed).

7. Care coordination, including obtaining information regarding
any involved providers/agencies involved with youth and
notifying the involved parties about the crisis the next
business day.

8. Care coordination also includes arranging appropriate
referrals to community resources or at a minimum providing
family with community resource cards for youth not currently
receiving behavioral health services.

o0k w

Admission Criteria

At least one (1) of the following criteria is met:

1. The youth may be a danger to self or others;

2. The youth may be displaying acute psychotic symptoms
such as delusions, hallucinations, and thought
disorganization that are unmanageable; or

3. The youth evidences lack of judgment, impulse control, or
cognitive/perceptual abilities.

Initial Authorizations

Prior procurement is not required for this level of care. Usual time
frame is one (1) to four (4) hours.

Unit = fifteen (15) minutes

Discharge Criteria

At least one (1) of the following criteria is met:

1. Appropriate community or natural resources are planned
and/or engaged to reduce stress factors and to stabilize the
current living environment and the youth’s
symptoms/behaviors abate to a level no longer requiring
outreach services;

2. The youth is admitted to Community Based Crisis Group
Home or Community Hospital Crisis Stabilization service
because the situation could not be stabilized in the home; or

3. Theyouth is escorted to a hospital-based emergency unit
for medical disposition.
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Service Exclusions None

Clinical Exclusions None

Staffing Requirements:

In addition to the staffing requirement listed in the general standards, these staff requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
staffing requirements will supersede the general standards.

1.

2.
3.

The program must be under the supervision of a QMHP. This QMHP must be available for

service and treatment consultation, direction, facilitation or field visits as necessary.

Psychiatric services must be available twenty-four (24) hours/seven (7) days a week.

At a minimum, mobile outreach staff must be:

a. A Paraprofessional with a Bachelor’s degree either in Social Work, Psychology, Counseling,
or Nursing working under the guidance of a MHP, with two (2) years supervised clinical
experience in providing direct crisis response for youth.

OR

b. A MHP with one (1) year supervised clinical experience in providing direct crisis response
for youth.

There are no specific face-to-face ratios, however pairs of staff may be needed where the safety

of workers is of concern or where more than one staff is needed to successfully defuse the

situation.

Clinical Operations

In addition to the clinical operation requirements listed in the general standards, these requirements
must also be followed. If the standards referenced here differ from those in the general standards,
these clinical operation requirements will supersede the general standards.

1.
2.
3.

Services are available twenty-four (24) hours a day, seven (7) days a week.

Staff respond and are on site within forty-five (45) minutes of the initial phone call.

For more remote or small geographic locations such as Hana or Ka'u, face-to-face assessments
by the staff shall occur within the usual transport time to reach that destination if staff is not
stationed at the remote site. However, the program must make, with the approval of their QMHP,
alternative interim arrangements sufficient to ensure the safety of the youth until the mobile
outreach worker arrives.

Assessment and therapeutic stabilization/resolution and/or disposition of the youth in crisis are
timely, appropriate, and effective. Families/caregiver(s) and other involved providers/agencies, if
not already involved, are sought and informed by the next business day.

If the youth is registered with a Branch, the crisis worker contacts the MHCC at the time of the
crisis or leaves a telephone message for the MHCC with a full report of the occurrences,
including any requirements for MHCC follow-up. Information exchange guides the collaboration
process toward stabilization/resolution and disposition and follow through of services.

The youth and family are provided information about, and as necessary, linked to appropriate
medical, social, mental health, or other community resources or at minimum provided with a
community resources card with contact information for accessing the resources.

Prior to arranging for emergency room assessments the staff shall seek consultation of the
agency'’s on-call psychiatrist. The psychiatrist may either make a field visit for a face-to-face
evaluation and possible emergency treatment, or contact the emergency unit with significant
information in anticipation of the youth’s arrival, or conduct a face-to-face evaluation at the
emergency unit. The agency'’s psychiatrist will direct the staff regarding additional actions to
make or preparations to take.
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10.

11.

12.

13.

Staff are expected to remain with the youth at any emergency unit until the youth is either
admitted, transported, or released.
If the crisis worker believes emergency services are needed, then the worker will contact the
program’s on call Psychiatrist for consultation. If the Psychiatrist determines that Community
Based Crisis Group Home or Community Hospital Crisis Stabilization are needed, the
Psychiatrist will notify the appropriate service of the forthcoming admit.
The agency must make a follow-up call to the family within twenty-four (24) hours of the mobile
crisis intervention to ensure that the crisis has stabilized and referral sources (if needed) were
contacted and document the results.
Staff must have at least twenty-four (24) hours of orientation training including: crisis field
assessment and intervention, self-harm and suicide assessment, clinical protocols,
documentation, knowledge of community resources as well as the court processes and legal
documents relative to emergency procedures, and specific legal issues governing informed
consents that must be completed prior to performing crisis outreach services. Training should
promote Evidenced-Based Services and Best Practice procedures for urgent and emergent
situations.
The program must have documented ongoing training on a quarterly scheduled basis, to expand
knowledge base and skills relative to crisis intervention and treatment protocols as guided by the
agency'’s training curriculum, and youth-specific situations experienced by emergency workers.
Please see Section | General Standards for specific clinical operation requirements regarding:

e G. CAMHD Continuity of Care;
H. Staffing:

e Orientation and Training and Training Requirements for CAMHD Contactors;
I. Supervision;
J. Evaluation of Staff Performance;
K. Credentialing Requirements;
N. Service Quality;
O. Minimum Reporting Requirements;
P. Risk Management:
Criminal, Child Abuse, and Background Screening;
Safety;
Restraints and Seclusion;
Police;
Sentinel Events and Incidents.

Documentation

In addition to the documentation requirements listed in the general standards, these requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
documentation requirements will supersede the general standards.

1.

Clinical documentation must be recorded and include all significant written information available,

including, but not limited to: the nature and status of the crisis; demographic information; signed

parental consents to transport youth; or ex-parte applications and authorizations. All such

documentation must be prepared and arranged in advance of the youth’s arrival at any

emergency unit.

An outreach service note must be documented for each youth. The note must include all of the

following:

a. ldentifying information: youth name, date of birth (DOB), address, phone number, legal
guardian, school/home-school, and grade;

b. The place, date and actual time (start and end time) and duration of services rendered,;

c. The outreach service worker rendering the service;
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d. Description of the nature of the crisis;

e. Description of the nature of interventions made, including natural community resources
utilized in diminishing the crisis and ensuring the safety of the youth;

f.  The involvement of additional staff in the provision of service, particularly the on-call QMHP;

g. The youth’s status, referrals for continued services and disposition at closure of the outreach
services;

h. Specific follow-through recommendations, including the need for additional services; and

i. Documentation of follow-up phone call to the family twenty-four (24)-hours later with date
and time of call and follow-up results;

A copy of this note is sent to the MHCC by closure of the next business day if the youth is

registered with a Branch.

A brief written summary accompanies the youth to the Crisis Therapeutic Foster Home,

Community Based Crisis Group Home or Community Hospital Crisis Stabilization placement and

consists of information that facilitates assessment, communication, continued stabilization and

disposition of the youth.

A copy of the note documenting the results of the agency follow-up call to the family is sent to

the MHCC by the closure of the next business day after the follow-up call, if the youth is

registered with a Branch.
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CRISIS THERAPEUTIC FOSTER HOME

Definition

This service offers short-term, acute interventions to youth
experiencing mental health crises in a Therapeutic Foster Home.
This is a structured alternative to, or diversion from, Acute
Psychiatric Hospitalization or Community Hospital Crisis
Stabilization. Crisis stabilization services are for youth who are
experiencing a period of acute stress that significantly impairs their
capacity to cope with normal life circumstances and who cannot be
safely managed in a less restrictive setting. The home provides
psychiatric services that address the psychiatric, psychological,
and behavioral health stabilization needs of the youth.

Services Offered

1. Services are available twenty-four (24) hours, seven (7)
days a week;

2. Services are provided in a twenty-four (24) hour supervised
Therapeutic Foster Home setting;

3.  Crisis intervention stabilization and counseling for youth and
family;

4. Family based interventions;

5.  Psychiatric evaluation and medication management
services are provided;

6. Skills development directed at improving the youth’s ability
to cope with daily stressors; manage emotions and
behaviors; improve communication and strengthen
interpersonal relationships;

7. Services are provided to assist youth and families to find
and secure necessary community supports and to
communicate and collaborate with relevant community
members, or with the IEP/CSP team as applicable.

Admission Criteria

At least one (1) of the following criteria is met:

1. The youth may be a danger to self or others, expressing
suicidal ideation or is engaging in self-destructive or self-
mutilating behaviors;

2. The youth may be displaying psychotic symptoms such as
delusions, hallucinations, and thought disorganization; or

3. The youth evidences lack of judgment, impulse control, or
cognitive/perceptual abilities.

4

Initial Authorizations

Days 1-3 require no prior authorization. Youth may be admitted
via Mobile Crisis Outreach or via CAMHD Clinical Directors with
parental consent.

Re-Authorization

Days 4-7 [maximum of four (4) additional days] require prior
authorization from Branch in the youth’s home district.

Unit = one (1) day.

Continuing Stay Criteria

At least one (1) of the following criteria is met:
1. The youth continues to be a danger to self or others;
2. The youth continues to display acute psychotic symptoms
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such as delusions, hallucinations, and thought
disorganization; or

3. The youth continues to lack judgment, impulse control, or
cognitive/perceptual abilities.

Discharge Criteria At least one (1) of the following criteria is met:

1. The youth’s targeted symptoms and/or behaviors have
abated and can be managed in his/her natural environment
with the necessary support services;

2. The youth’s psychological, social and/or physiological levels
of functioning have returned to a level that allows the
youth’s safe return to his/her natural environment with the
necessary support services; or

3. Appropriate natural community resources have been
mobilized or are planned to reduce stress factors and to
stabilize the current living environment.

Service Exclusions Not offered at the same time as Hospital-Based Residential, Acute
Psychiatric Hospitalization or Community Hospital Crisis
Stabilization.

Clinical Exclusions Youth with the following conditions are excluded from admission:

Moderate to Severe Mental Retardation.

Staffing Requirements:

In addition to the staffing requirement listed in the general standards, these staff requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
staffing requirements will supersede the general standards.

1.
2.

3.
4.

Foster parent must be licensed with the Department of Human Services prior to service initiation.
The foster parent must be under the supervision of a QMHP with experience in providing crisis
interventions to youth and families.

A QMHP must oversee the treatment services for the crisis therapeutic foster home.

If indicated as needed by the program’s QMHP, safety watches require a parent to youth ratio of
one to one (1:)1).

The Contractor ensures the provision of necessary additional personnel, to meet the needs of
the youth receiving services for emergencies including escorts and remaining with the youth at
an emergency unit, or maintaining one to one (1:1) supervision of a youth.

A licensed psychiatrist must be available twenty-four (24) hours, seven (7) days a week for
assessment and medication as needed. The psychiatrist must have staff privileges at the
nearest community hospital. The psychiatrist arranges for coverage in his or her absence. The
person who is covering must be Hawaii licensed and ABPN board certified in child and
adolescent psychiatry and able to assist (including face-to-face assessments) as necessary.

Clinical Operations
In addition to the clinical operation requirements listed in the general standards, these requirements
must also be followed. If the standards referenced here differ from those in the general standards,
these clinical operation requirements will supersede the general standards.

1.

Services are available twenty-four (24) hours a day, seven (7) days a week.
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The program is required to have a psychiatrist or psychologist provide twenty-four (24) hour on-
call coverage, seven (7) days a week.

The foster home will have no more than two (2) minor youth in the home and no more than two
(2) foster youth in placement with them, unless a waiver is requested and approved by CAMHD
for a sibling group placed together. There shall be a minimum of one (1) adult at home
whenever a youth is present. The agency shall ensure additional staff support as necessary.
Youth must be in line of site supervision of foster parent at all times during awake hours.

During sleeping hours, foster parent ensures the youth’s presence and safety through minimally
quarter-hour visual checks during the youth’s first four (4) hours following admission or when not
in line of site supervision. Quarter-hour visual checks may be waived if crisis mobile outreach
assessment and crisis foster home assessment clinically justify the absence of lethal or
elopement factors and this is duly documented and signed by the qualified professional making
the assessment.

The physical structure of living premises shall, to the extent possible, prevent the youth’s
elopement during sleep hours between visual check intervals.

In conjunction with the anticipated short duration of stay, youths’ education is not considered a
primary focus. However, transition planning shall consider youths’ educational needs such that
loss of academic credits is minimized.

All efforts are made to ensure the assessment, stabilization, and treatment efforts continue to be
family centered in accordance with CASSP. Family members and naturalistic supports are
included in all aspects of planning.

There is daily communication between the crisis foster agency, the IEP/CSP team, and the
family, through the MHCC if the youth is registered with CAMHD, to keep everyone apprised of
the youth’s status and progress.

The crisis foster home agency has medical emergency information, plans, and mechanisms to
ensure appropriate and timely medical emergency interventions.

Severe crisis occurrences at the home must result in a call for consultation with the agency’s
psychiatrist. The existence of medical indications, including the possibility of hospitalization,
requires the psychiatrist to conduct a face-to-face assessment with the youth and caregiver(s)
and provide necessary guidance and treatment either at the home or at a hospital emergency
unit. The psychiatrist will contact a hospital to which he or she has staff privileges to facilitate
arrangements for an evaluation at the hospital emergency unit if it seems indicated that the youth
might need Acute Psychiatric Hospitalization or Community Hospital Crisis Stabilization care.
Assessment and therapeutic resolution and/or disposition of the youth in crisis are timely,
appropriate, and effective. Parent(s)/caregiver(s), involved agencies/providers, if not already
involved, are immediately sought and informed when located.

The Contractor shall have written policies and procedures and train foster parents on securing
and storing medications; labeling and administering medications as ordered by a physician;
recording medication administration, youth request for adjustment or change, and any side
effects and notifying physician or advanced practice registered nurse immediately of possible
side effects; and disposing of medications.

Contact with the MHCC should occur at the time of admission to the crisis foster home and daily
contact with the MHCC is maintained, if the youth is registered with CAMHD.

If indicated, referrals of non-IDEA youth are initiated for DOE identification and eligibility
procedures or referred to CAMHD for SEBD eligibility.

Follow-up services for non-IDEA or non-SEBD youth are arranged through the families’ medical
insurance or community resources.

Foster families are required to receive at least two (2) hours a month of supervision from the
Contractor's QMHP. One (1) hour of the required, supervision may be multi-family or group
supervision.
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18.

19.

20.

21.

Staff must have at least twenty-four (24) hours of orientation training including: crisis field
assessment and intervention, suicide/self-harm assessment, clinical protocols, proper
documentation, knowledge of community resources as well as knowledge of the court processes
and legal documents relative to emergency procedures and specific legal issues governing
informed consents that must be completed prior to initiating services.
The program must also have documented training on a quarterly scheduled basis, to expand
knowledge base and skills relative to crisis intervention and treatment protocols as guided by the
Contractor’s training curriculum, and youth-specific situations experienced by foster parents.
Trainings specific to the effects of seclusions and restraint, and alternatives to emergency safety
interventions are required on a quarterly basis. These training count toward the twenty (20)
hours of training required annually for therapeutic foster families. Documentation of all training is
the responsibility of the Contractor.
At contract award and biannually thereafter, all Contractors of Therapeutic Foster Homes
Services shall submit a list of foster families with all of the following information required on the
Therapeutic Foster Home Profile Form (See Appendix B-15). Biannually, or if necessary, upon
CAMHD request, the Contractors shall update this report and submit any changes to the
CAMHD Clinical Services Office, Utilization Management Section that shall maintain the
information in accordance with all confidentiality requirements.
Please see Section | General Standards for additional requirements clinical operation
requirements:

e G. CAMHD Continuity of Care;
H. Staffing;
I. Supervision;
J. Evaluation of Staff Performance;
K. Credentialing Requirements;
L. Medication Monitoring / Tracking;
N. Service Quality;
O. Minimum Reporting Requirements;
P. Risk Management:
Criminal, Child Abuse, and Background Screening;
Safety;
Restraints and Seclusion;
Sentinel Events and Incidents;
Police.

Documentation

In addition to the documentation requirements listed in the general standards, these requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
documentation requirements will supersede the general standards.

1.

2.

3.

If a crisis plan does not exist, the crisis foster home’s QMHP shall formulate the crisis plan and
transition plan from the program.

The crisis foster parents shall actively participate in crisis treatment planning processes and
communicate daily with the family and involved agencies.

Crisis plans shall be detailed, specific to each youth’s needs incorporating positive behavioral
supports and youth de-escalation preferences, including to whom, when and how information is
conveyed, and actions to be implemented.

Clinical documentation must be recorded and include all significant information available,
including, but not limited to: the nature and status of the crisis; psychiatric and other medications
the youth is taking if any, demographic information; signed parental consents to transport,
evaluate and treat at emergency units, and to hospitalize as applicable; and ex-parte
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applications as applicable, all of which must be prepared and arranged in advance of any
youth’s arrival at any emergency unit.

5. A brief written discharge summary shall accompany the youth to another level of care and/or
school consisting of information that facilitates assessment, communication, ongoing
intervention and disposition of the youth with appropriate consent for release of information.

6. Provide parents with information about how to refer to DOE as applicable for a comprehensive
evaluation to determine IDEA eligibility.

7. Provide parents with information about how to refer to CAMHD as applicable for Support for
Emotional and Behavioral Development (SEBD) program eligibility.

8. The QMHP’s progress notes shall reflect clinical observations and progress and therapeutic
interventions with a specific focus on both the youth as well as the parent(s)/caregiver(s).

9. Therapeutic Foster Parents shall maintain progress notes that provide a) daily attendance log
indicating the youth’s presence or absence from the home including absences of twenty-four
(24) hours or more and b) provide daily progress notes as documentation of treatment progress,
events or activities youth engaged in and developmental milestones achieved. These notes
shall be fully dated and signed by the foster parent, originals of which shall be placed in the
agency’s master youth file within seven (7) calendar days. These foster home progress notes
may be in the form of a checklist or written note.

10. Please see Section | General Standards for additional documentation requirements:

e E. Service Planning
¢ Mental Health Treatment Plan including transition, crisis and discharge planning;
e Discharge Summary;

¢ M. Maintenance of Service Records;
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COMMUNITY-BASED CRISIS GROUP HOME

Definition

This service offers short-term, acute residential interventions to
youth experiencing mental health crises. This is a structured
residential alternative to, or diversion from, Acute Psychiatric
Hospitalization or Community Hospital Crisis Stabilization. Crisis
stabilization services are for youth who are experiencing a period
of acute stress that significantly impairs their capacity to cope with
normal life circumstances and who cannot be safely managed in a
less restrictive setting. The program provides psychiatric services
that address the psychiatric, psychological, and behavioral health
stabilization needs of the youth.

Services Offered

1. Services are available twenty-four (24) hours, seven (7)
days a week;

2. Services are provided in a twenty-four (24) hour supervised
residential setting;

3.  Crisis intervention stabilization and counseling for youth and
family;

4. Family based interventions;

5.  Psychiatric evaluation and medication management
services are provided;

6. Skills development directed at improving the youth’s ability
to cope with daily stressors; manage emotions and
behaviors; improve communication and strengthen
interpersonal relationships;

7. Services are provided to assist youth and families to find
and secure necessary community supports and to
communicate and collaborate with relevant community
members, or with the IEP/CSP team as applicable.

Admission Criteria

At least one (1) of the following criteria is met:

1. Youth is between twelve (12) and eighteen (18) years of
age;

2. The youth may be a danger to self or others, expressing
suicidal ideation or is engaging in self-destructive or self-
mutilating behaviors;

3. The youth may be displaying psychotic symptoms such as
delusions, hallucinations, and thought disorganization;

4.  The youth evidences lack of judgment, impulse control, or
cognitive/perceptual abilities.

Initial Authorizations

Days 1-3 require no prior authorization. Youth may be admitted
via Mobile Crisis Outreach or via CAMHD Clinical Directors with
parental consent.

Re-Authorization

Days 4-7 [maximum of four (4) additional days] require prior
authorization from Branch in the youth’s home district.

Unit = one (1) day

Continuing Stay Criteria

At least one (1) of the following criteria is met:
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The youth continues to be a danger to self or others;

The youth continues to display acute psychotic symptoms
such as delusions, hallucinations, and thought
disorganization; or

3. The youth continues to lack judgment, impulse control, or
cognitive/perceptual abilities.

N

Discharge Criteria At least one (1) of the following criteria is met:

1. The youth’s targeted symptoms and/or behaviors have
abated and can be managed in his/her natural environment
with the necessary support services;

2. The youth’s psychological, social and/or physiological levels
of functioning have returned to a level that allows the
youth'’s safe return to his/her natural environment with the
necessary support services; or

3. Appropriate natural community resources have been
mobilized or are planned to reduce stress factors and to
stabilize the current living environment.

Service Exclusions Not offered at the same time as Hospital-Based Residential, Acute
Psychiatric Hospitalization or Community Hospital Crisis
Stabilization.

Clinical Exclusions Youth with the following conditions are excluded from admission:

Moderate to Severe Mental Retardation;

Staffing Requirements:

In addition to the staffing requirement listed in the general standards, these staff requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
staffing requirements will supersede the general standards.

1.
2.

3.

© ®

Staff supervision is provided on a twenty-four (24) hours, seven (7) days a week basis.

The program staff must be under the supervision of a QMHP with experience in providing crisis
interventions to youth and families.

At minimum, two (2) direct care staff shall be on duty per shift in each living unit, with one (1)
staff awake during overnight shifts

A ratio of not less than one (1) staff to four (4) youth is maintained at all times.

If indicated as needed by the program’s QMHP, safety watches require a staff ratio of one to one
(1:2).

A licensed psychiatrist must be available twenty-four (24) hours, seven (7) days a week. The
psychiatrist must have staff privileges at the nearest community hospital. The psychiatrist
arranges for coverage in his or her absence. The person who is covering must be Hawaii
licensed and ABPN board certified in child and adolescent psychiatry and able to assist
(including face-to-face assessments) as necessary.

A licensed registered nurse is on staff or on contract to establish the system of operation for
administering or supervising youth’s medication and medical needs or requirements, monitoring
the youth’s response to medications, and training staff to administer medication and proper
protocols.

A QMHP must oversee the treatment services for community based crisis group home.

The Contractor ensures the provision of necessary additional personnel, to meet the needs of
the youth receiving services for emergencies including escorting and remaining with the youth at
an emergency unit, or maintaining one to one (1:1) supervision of a youth.
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10.

At a minimum, staff must be:
a. A Paraprofessional with two (2) years supervised clinical experience in providing direct crisis
response for youth.

OR
b. A MHP with one (1) year supervised clinical experience in providing direct crisis response
for youth.
AND

c. Alicensed registered nurse is on staff or on contract to establish the system of operation for
administering or supervising youth’s medication and medical needs or requirements,
monitoring the youth’s response to medications, and training staff to administer medication
and proper protocols.

Clinical Operations

In addition to the clinical operation requirements listed in the general standards, these requirements
must also be followed. If the standards referenced here differ from those in the general standards,
these clinical operation requirements will supersede the general standards.

1.
2.

3.

10.

11.

12.

Services are available twenty-four (24) hours a day, seven (7) days a week.

A ratio of not less than one (1) staff to four (4) youth is maintained at all times, however there is a
minimum requirement of two (2) staff on duty at all times.

At least one (1) staff member per shift is required to have a current CPR and First Aid
certification.

Youth must be in line of site supervision of staff at all times during awake hours.

During sleeping hours, program ensures the youth’s presence and safety through minimally
quarter-hour visual checks during the youth’s first four (4) hours following admission or when not
in line of site supervision of staff. Quarter-hour visual checks may be waived if crisis mobile
outreach assessment and community based crisis group home assessment clinically justify the
absence of lethal or elopement factors and this is duly documented and signed by the qualified
professional making the assessment.

The physical structure of group living premises shall, to the extent possible, prevent the youth’'s
elopement during sleep hours between visual check intervals.

In conjunction with the anticipated short duration of stay, youths’ education is not considered a
primary focus. However, transition planning shall consider youths’ educational needs such that
loss of academic credits is minimized.

All efforts are made to ensure the assessment, stabilization, and treatment efforts continue to be
family centered in accordance with CASSP. Family members and naturalistic supports are
included in all aspects of planning.

There is daily communication between the program, the IEP/CSP team, and the family, through
the MHCC if the youth is registered with CAMHD, to keep everyone apprised of the youth’s
status and progress.

The Contractor shall have written policies and procedures and train staff on securing and storing
medications; labeling and administering medications as ordered by a physician; recording
medication administration, youth request for adjustment or change, and any side effects and
notifying physician or advanced practice registered nurse immediately of possible side effects;
and disposing of medications.

The Program has medical emergency information, plans, and mechanisms to ensure appropriate
and timely medical emergency interventions.

Severe crisis occurrences at the home must result in a call for consultation with the Contractor’s
psychiatrist. The existence of medical indications, including the possibility of hospitalization,
requires the psychiatrist to conduct a face-to-face assessment with the youth and caregiver(s)
and provide necessary guidance and treatment either at the home or at a hospital emergency
unit. The psychiatrist will contact a hospital to which he or she has staff privileges to facilitate
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13.

14,

15.

16.

17.

18.

19.

arrangements for an evaluation at the hospital emergency unit if it seems indicated that the youth
might need Acute Psychiatric Hospitalization or Community Hospital Crisis Stabilization care.
Assessment and therapeutic resolution and/or disposition of the youth in crisis are timely,
appropriate, and effective. Parent(s)/caregiver(s), involved agencies/providers, if not already
involved, are immediately sought and informed when located.
The crisis worker contacts the MHCC at the time of admission to the community based crisis
group home and maintains daily contact with the MHCC, if the youth is registered with CAMHD.
If indicated, referrals of non-IDEA youth are initiated for DOE identification and eligibility
procedures or referred to CAMHD for SEBD eligibility.
Follow-up services for non-IDEA or non-SEBD youth are arranged through the families’ medical
insurance or community resources.
Staff must have at least twenty-four (24) hours of orientation training including: crisis field
assessment and intervention, suicide/self-harm assessment, clinical protocols, proper
documentation, knowledge of community resources as well as knowledge of the court processes
and legal documents relative to emergency procedures and specific legal issues governing
informed consents that must be completed prior to initiating services.
The program must also have documented training on a quarterly scheduled basis, to expand
knowledge base and skills relative to crisis intervention and treatment protocols as guided by the
agency'’s training curriculum, and youth-specific situations experienced by crisis workers.
Trainings specific to the effects of seclusions and restraint, and alternatives to emergency safety
interventions are required on a quarterly basis.
Please see Section | General Standards for additional clinical operation requirements:

e G. CAMHD Continuity of Care;
H. Staffing;
I. Supervision;
J. Evaluation of Staff Performance;
K. Credentialing Requirements;
L. Medication Monitoring / Tracking;
N. Service Quality;
O. Minimum Reporting Requirements;
P. Risk Management:
Criminal, Child Abuse, and Background Screening;
Safety;
Restraints and Seclusion;
Sentinel Events and Incidents;
Police.

Documentation

In addition to the documentation requirements listed in the general standards, these requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
documentation requirements will supersede the general standards.

1.

2.

3.

If a crisis plan does not exist, the Contractor’'s MHP shall formulate the crisis plan and transition
plan from the program.

The Contractor’s staff shall actively participate in crisis treatment planning processes and
communicate daily with the family and involved agencies.

Crisis plans shall be detailed, specific to each youth’s needs incorporating positive behavioral
supports and youth de-escalation preferences, including to whom, when and how information is
conveyed, and actions to be implemented.

Clinical documentation must be recorded and include all significant information available,
including, but not limited to: the nature and status of the crisis; demographic information; signed
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parental consents to transport, evaluate and treat at emergency units, and to hospitalize as
applicable; and ex-parte applications as applicable, all of which must be prepared and arranged
in advance of any youth’s arrival at any emergency unit.

A brief written discharge summary shall accompany the youth to another level of care and/or
school consisting of information that facilitates assessment, communication, ongoing
intervention and disposition of the youth with appropriate consent for release of information.
Provide parents with information about how to refer to DOE as applicable for a comprehensive
evaluation to determine IDEA eligibility.

Provide parents with information about how to refer to CAMHD as applicable for Support for
Emotional and Behavioral Development (SEBD) program eligibility.

Individual staff's shift notes shall reflect the treatment plan and youth’s status in adjusting to the
new environment through observations and interventions.

The MHP’s daily progress notes shall reflect clinical observations and progress and therapeutic
interventions with a specific focus on both the youth as well as the parent(s)/caregiver(s).

10. Please see Section | General Standards for additional documentation requirements regarding:

e E. Service Planning
e Mental Health Treatment Plan including transition, crisis and discharge planning;
o Discharge Summary;

¢ M. Maintenance of Service Records;
e Progress Notes
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Introduction

The DOE School Based Behavioral Health (SBBH) Program is embedded in the Department’s
Comprehensive Student Support System (CSSS) and is consistent and compliant with the
requirements of the Individuals with Disabilities Education Act (IDEA) and Section 504 of the
Rehabilitation Act. The DOE’s CSSS is designed to serve all school students and involves school-wide
prevention, early intervention, and intensive services for students with significant emotional and/or
behavioral needs. Student support is provided by a variety of professionals, including Teachers,
Counselors, Social Workers, Behavioral Specialists, and Psychologists, across the five levels of student
support.

The structure of SBBH relies on the application of best practices for identifying and addressing problem
behaviors that interfere with the student's learning. In keeping with Hawaii Child and Adolescent
Service System Principles (CASSP), the least restrictive and least intrusive interventions are
implemented first to address problem behaviors. Students with disabilities (IDEA and 504) who require
highly intensive and complex behavior supports are provided those services by the DOE’s SBBH
Program, in partnership with the DOH CAMHD system of service delivery. The SBBH Program focuses
on the promotion of social and emotional development and the use of school based and broader
community resources to support students (and their families) in becoming successful learners and
community members. The determination of which specific interventions to use is based on a sequence
of evidence based information gathering, planning and implementation activities including families,
communities and behavior support professionals and support staff.

SBBH services delineated in this document are delivered in accordance with an Individualized
Education Program (IEP) or a Modification Plan (MP) based upon decisions of the team. DOE services
are provided by DOE personnel; DOE contracted services are utilized when necessary.

Page 66
School Based Behavioral Health Services Performance Standards
Introduction



INTERAGENCY PERFORMANCE STANDARDS AND PRACTICE GUIDELINES

SECTION Il - PART B: SCHOOL - BASED BEHAVIORAL HEALTH SERVICES PERFORMANCE

STANDARDS

l. SCHOOL - BASED BEHAVIORAL HEALTH SERVICES

A. FUNCTIONAL BEHAVIORAL ASSESSMENTS AND BEHAVIORAL SUPPORT PLANS

Service Description

Functional Behavioral Assessment (FBA) is a process that
provides a framework for developing effective programs for
students. It examines the events that reliably predict and maintain
problem behavior while using a strength-based approach that
considers the “whole child” and the context in which the behavior
occurs. It addresses problem behavior by developing behavior
support plans that move away from being reactive and punitive in
nature, to plans that are proactive with research-validated
practices. The approach is geared at utilizing a student’s strengths
to provide a basis for plan development, instructional
programming, and behavior management that are geared to each
individual's needs, preferences, and long-term goals.

(Refer to Functional Behavior Assessment (FBA) and Behavior
Support Plan (BSP) Guide and related tools in Appendix A 6-13.)

Services Offered

Functional Behavioral Assessment and Behavioral Support Plans
includes all of the following:

1. Contact the school and family and arrange appointment(s)
with the school staff, student and family within one week of
referral.

2. Conduct the FBA within two weeks of referral.

a. Parental consent for FBA and release of information is
covered by the IEP/MP consent. No additional parental
consent for FBA or release is needed by the assessor
or contracted provider.

3. Complete written report and resultant Behavior Support Plan
(BSP), a sample of which is in the Appendix A 8 -9, within
30-days of referral and submit to the IEP/MP Care
Coordinator.

4.  The written report shall include all of the following:

a. Broad information: (this type of information can be
gathered from various places including team
discussions, interviews, review of records, rating scales,
specific skill assessments).

i. Student’s strengths and skill limitations;
il. Daily routines and activities;
iii. Identifications of positive and negative

consequences;
iv. Health concerns;
V. Quality of life indicators (relationships, choice

and control, access to reinforcing activities);
b. Specific information: (this type of information can be
gathered from various forms of informant and
observation techniques including the Behavior
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b.

C.

Assessment System for Children, 2™ Edition BASC-2),
team discussions, scatter plots, and Antecedent
Behavior Consequences (ABC) analyses. The
assessor must consider the BASC-2 data/reports and
incorporate them in the evaluation/recommendations.
i Student’s strengths and skill limitations;

ii. Daily routines and activities;

iii. Identifications of positive and negative

consequences;
iv. Health concerns;
V. Quality of life indicators (relationships, choice

and control, access to reinforcing activities);
Vi. Baseline data;

vii. Specific events or factors that contribute to the
student’s problem behavior;

viii. When the student is most likely to engage in the
problem behavior;

iX. What appears to be maintaining the student’s
behavior;

X. What function(s) the problem behavior serves
for the student;

Xi. When the student is less likely to engage in

problem behavior (Identify characteristics of
these situations); and

Xii. Factors that might be contributing to the
student’s problem behavior.

5. Once the assessment process is completed and predictable
patterns emerge that explain when and why the student is
engaging in problem behavior, the assessor shall develop a
hypothesis statement. The hypothesis will serve as a
foundation on which to design a behavior support plan and
should include the following:

a.

When this happens (a description of specific
antecedents associated with the problem behavior);
The student does this (a description of the problem
behavior); and

In order to (a description of the possible function of the
behavior).

6. Clear hypothesis statements should lead to interventions
that are based on understanding the functions of the
student’s behavior. BSPs shall be detailed and contain the
following elements:

a.
b.

Antecedent and setting event modifications;

Teaching of alternative skills using research based
practice;

Consequence strategies to strengthen alternative skills,
reduce the pay off for the problem behavior, and crisis
prevention/intervention;

Lifestyle interventions that include long-term
maintenance of sKills;

Implementation date of the Behavior Support Plan;
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f.  Delineation of who is responsible for each intervention;
g. Criteria to evaluate progress; and
h. Crisis management plan, if needed.

7.  Assessor will submit the FBA and BSP, utilizing DOE
prescribed process, checklist and tools. (See Appendix
A 6-13.)

Referral Criteria

1. DOE Standards of Practice (SOP) (Appendix A-5b) have
been followed, and

2. A school-level FBA process has been conducted and BSP
implemented, and

3. An SST/IEP or MP Team determines the student requires
further assessment to determine strengths, behavioral health
needs and recommendations as part of the Chapter 56 or
Chapter 53 process.

Authorization

DOE Standards of Practice (SOP) (Appendix A-5b) have been
followed, and if procured, Procurement Procedures (PP) have
been followed.

If required as part of the Chapter 56 or Chapter 53 process and an
FBA is procured, prior authorization via a completed DOE
procurement work order is required for each assessment. The
procured flat rate reflects the time required for completing the data
gathering, assessment process, behavioral support plan, feedback
session, and final report. There is no payment for travel time, wait
time, appointment no-shows, or cancellations.

Event is only billable upon completion of the FBA/BSP report and
must be submitted to the IEP/MP Care Coordinator before
submitting an invoice claim and before payment will be made.

Maximum Billable: Flat rate per FBA/BSP is required.

Completion of Service

1. The assessment and feedback session have been
completed; and

2. The written assessment report and resultant Behavior
Support Plan meet standards, as described, and are
submitted within 30-days of referral to the IEP/MP Care
Coordinator. Assessments not meeting these standards will
be returned to the assessor for correction. Payment may
not be made or a reimbursement will be sought if
assessments are not corrected according to prescribed
standards.

3. Ifrequired as part of the Chapter 56 or Chapter 53 process
and an FBA is conducted, assessors are required to input
assessment and data information in the ISPED (or other
designated database) modules that the DOE requires, within
the timeframe required by the DOE.
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Staffing Requirements:

Assessors must meet one of the following requirements:

1.

DOE personnel with training and experience in the FBA and plan development in an educational
setting to facilitate a team of staff knowledgeable about the student.
OR

Hawaii licensed psychologist or psychiatrist AND have a minimum of one (1) year of supervised
training in child and adolescent assessment.
OR

Individual who possesses a Master’s degree, doctoral degree, or is a doctoral candidate in a
graduate program in psychology or psychiatry from a regionally or nationally accredited program
AND has a minimum of one (1) year of documented training and supervised experience in the
FBA and plan development within an educational setting AND works under the supervision of a
licensed psychologist or psychiatrist meeting standards above. [NOTE: At a minimum, the
supervisor must review all prior reports/data; review all current assessment data; and participate in
the interpretation of data, and the development of a diagnoses and recommendations. The
supervisor is to sign the report acknowledging responsibility for the assessment.

OR
Master’s level classified, certified, or licensed behavior support and educational staff AND has a
minimum of three (3) years of documented training and supervised experience in the FBA and
plan development within an educational setting.

Service Operations

1.

NGO~ WN

Parent(s), student, and staff associated with the behavior support plan are actively involved in the
process.

Plan contains all required service content components.

Plan is typed.

Plan is submitted and meets timelines.

Plan is proactive and is strength-based.

Plan addresses a student’s needs and does not specify a particular program or eligibility status
Assessment of student progress in plan objectives yields a clear picture of plan effectiveness.
Report includes original signature(s) of the assessor (and supervisor as necessary)
acknowledging responsibility for the assessment.

Documentation:
Assessors are required to input information in the ISPED (Integrated Special Education Database) or
other designated database modules that the DOE requires, within the timeframe required by the DOE.
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B. EMOTIONAL BEHAVIORAL ASSESSMENTS- COMPREHENSIVE

Service Description

Diagnostic and evaluation service involving a strengths-based
approach to identify student’s needs in the context of school, family
and community. This service includes completion of an initial
comprehensive assessment as part of the DOE identification and
eligibility process. Service components include written
assessment, recommendations supported by empirical research,
and a feedback session of the assessment results.

Services Offered

An Emotional Behavioral Comprehensive Assessment ( “EBA
Comprehensive”), includes all of the following:

1. Contact the school and family and arrange appointment(s)
with the school staff, student and family within one week of
referral.

2. Conduct the assessment within two weeks of referral:

a. Parental consent for assessment and release of
information is covered by the IEP/MP consent. No
additional parental consent for assessment or release is
needed by the assessor.

b. Review and incorporate DOE evaluation reports,
including psychometric test results, if available.

c. Review and incorporate any other relevant data
including developmental, psycho-social, medical,
educational, and legal histories as provided by the
school student services coordinator (SSC).

d. Interview school personnel -- teachers, counselors,
and/or administrators, or other persons that have first-
hand knowledge of the functioning of the student.

e. Interview family/significant others.

f.  Interview student face-to-face.

g. Administer assessment instruments as indicated to
include a minimum the BASC-2, CALOCUS, CAFAS
and Achenbach checklists from home (CBCL) and
school (TRF) and youth (YSR), if 11 years or older.

3. Submit the written report within 30 days of referral to the
IEP/MP Care Coordinator. A written report includes all of
the following:

a. Date(s) of assessment and date of report.

b. Identifying information: student name, DOB, legal
guardian, home-school, grade, IDEA/504 status.

c. Reason(s) for referral.

d. Sources of information: including review of records,
interviews, and assessment tools.

e. Brief developmental, medical, family, social educational,
and psychiatric history-include post and current use of
and reasons for psychotropic medications.

f.  Substance use history.

g. Description and history of presenting problems(s).

h. Behavioral observations and Mental Status Exam must
include all of the following:
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i. Appearance, attitude, and behavior;

ii. Orientation;

iii. Affect and mood;

iv. Thought content/processes:

1. Fund of knowledge;
2. Intelligence;
3. Cognitive processes

and

Memory;

Insight;

Judgment; and

. Homicidal/suicidal risk.

i. Assessment Results and interpretation, which must
include specific scores, plotted profiles, and analytical
interpretations of the BASC-2, CALOCUS, CAFAS and
Achenbach Checklists. The school will provide the
BASC-2 data in the referral packet. This shall include a
copy of the protocols, the scores, and the printed
reports. The assessor must consider the BASC-2
data/reports and incorporate them in the
evaluation/recommendations.

j.  Student and Family Strengths.

k. Clinical Formulation/Justification of Diagnoses (include
severity and duration of diagnoses; for Rule/Out or
Provisional diagnoses, explain what needs to occur to
obtain a more definite diagnosis).

I.  Diagnostic Impression: DSM IV-5 Axes.

m. The written report shall address a student’s needs and
shall not specify a particular service, program, provider,
or eligibility status. The IEP/MP Team determines
whether a student needs a fully self-contained class,
residential placement, at-home instruction, etc. All
recommendations shall be supported by empirical
research.

n. Provider information including signature, name and
degree(s) of the evaluator, and the position and name
of institution/organization of the evaluator is affiliated (if
indicated and appropriate).

No o s

Referral Criteria

DOE Standards of Practice (SOP) (Appendix A-5) have been
followed; AND

Student requires an initial assessment to determine strengths,
mental health needs and recommendations, when the Student
Support Team (SST), IEP, or MP Team, in consultation with the
DOE'’s psychologists, determines that additional information
provided by the EBA Comprehensive is needed.

Authorization

DOE Standards of Practice (SOP) (Appendix A-5c) have been
followed, and if procured, Procurement Procedures (PP) have
been followed.
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If procured, prior authorization via a completed DOE procurement
work order is required for each evaluation. The procured flat rate
reflects the time required for completing the review of data,
assessment process, intervention planning, final report, and
feedback session, There is no payment for travel time, wait time,
appointment no-shows, or cancellations.

Event is only billable upon completion of the EBA and report must
be submitted to the IEP/MP Care Coordinator before submitting an
invoice claim and before payment will be made.

Maximum Billable: Flat rate per EBA is required.

Completion of Service

The service is complete when all of the following steps are
complete:

Step 1. The assessment has been completed; AND

Step 2. The written EBA Comprehensive report is submitted to
the DOE and meets the service specifications as set forth
in the Service Description section, as described above.
(See Emotional Behavioral Assessment form.) EBA
Comprehensive reports not meeting these specifications
will be returned to the assessor for correction. Payment
may not be made or a reimbursement will be sought if
assessments are not corrected according to prescribed
specifications.

Step 3. Scores and plotted profiles of the CAFAS, BASC-2,
CALOCUS and Achenbach forms should be attached to
the EBA Comprehensive report.

Step 4. Providers are required to input assessment and data
information in the ISPED (or other designated database)
modules such as IEP/MP, and other modules that DOE
requires, within the timeframe required by the DOE.

Step 5. Feedback session of the assessment results has been
completed.

Staffing Requirements:

Assessors must meet one of the following requirements:

1. School Psychologist or Clinical Psychologist employed by the DOE specifically credentialed to
conduct mental health/emotional health assessment services as allowed under exemption in
applicable state laws and regulations.

OR

2. Hawaii licensed psychologist or psychiatrist AND has a minimum of one (1) year of supervised
training in child and adolescent assessment.

OR

3. Individual who possesses a Master’s degree, doctoral degree, or is a doctoral candidate in a
graduate program in psychology or psychiatry from a regionally or nationally accredited program
AND has a minimum of one (1) year of documented training and supervised experience in child
and adolescent assessment, AND works under the supervision of a licensed psychologist or
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psychiatrist meeting standards above. [NOTE: At a minimum, the supervisor must review all prior
reports/data; review all current assessment data; and participate in the interpretation of data, and
the development of a diagnoses and recommendations. The supervisor is to sign the report
acknowledging responsibility for the assessment.]

OR
A licensed mental health professional who is qualified to conduct Emotional Behavioral
Assessments (Mental Health Assessments) for Medicaid reimbursement.

Service Operations:

1.
2.

3.
4.
5

Parent(s), student, and staff associated with the assessment were actively involved in the process.
Report contains all required service content components, utilizing the DOE prescribed report
format. See Emotional Behavioral Assessment format in the Appendix A-15.

Report is typed.

Report is submitted within one week of assessment completion.

The EBA Comprehensive report addresses a student’s needs and does not specify a particular
service, program, provider or eligibility status.

Report includes original signature(s) of the assessor (and supervisor as necessary)
acknowledging responsibility for the assessment.

Documentation:
Assessors are required to input assessment and data information in the ISPED (or other designated
database) modules and other modules that DOE requires, within the timeframe required by the DOE.

Written report contains all required service content components, utilizing the DOE prescribed report
format. Refer to the Emotional Behavioral Assessment format in the Appendix A-15.
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C.

EMOTIONAL BEHAVIORAL ASSESSMENTS- ANNUAL UPDATE

Service Description

Emotional Behavioral Annual Assessment involves a strengths-
based approach to update identification of the student’s needs in
the context of school, family and community. This service includes
completion of annual assessments to determine current mental
health needs and recommendations if required by the IEP/MP
Team, for continued DOH services, or specific reasons/purposes
posed by referral source.

Services Offered

An Emotional Behavioral Assessment Annual Update includes all
of the following: Make appointment with the youth and family within
one (1) week of procurement;

1. Contact the family and arrange for appointment with the
student and family within one week of referral.

2. Conduct the assessment within two weeks of referral.
Parental consent for assessment and release of information
is covered by the IEP/MP consent. No additional parental
consent for assessment or release is needed by the
assessor or contracted provider.

3. Report any additions and changes in the developmental,
psychosocial, medical, educational, and legal histories since
the last assessment as provided by the school student
services coordinator (SSC).

4. Interview school personnel -- teachers, counselors, behavior

specialists and/or administrators, or other persons that have

first-hand knowledge of the functioning of the student.

Interview family/significant others.

Interview student face-to-face.

Administer assessment instruments, if not provided, to

include a minimum the BASC-2, CALOCUS, CAFAS and

Achenbach checklists from home (CBCL) and school (TRF)

and student (YSR), if 11 years or older.

8.  Submit a complete written report, utilizing the Emotional
Behavioral Assessment Annual Update format in the
Appendix A-16, within 30 days of referral to the IEP/MP
Care Coordinator. A written report shall include all of the
following:

a. Behavioral observations and Mental Status Exam must
include all of the following:
i. Appearance, attitude, and behavior;
ii. Orientation;
iii. Affect and mood;
iv. Thought content/processes:

Fund of knowledge;

Intelligence;

Cognitive processes;

Memory;

Insight;

Judgment; and

. Homicidal/suicidal risk.

b. Assessment Results and interpretation.

No o

NooTRwN R
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c. Student and Family Strengths.

d. Clinical Formulation/Justification of Diagnoses (include
severity and duration of diagnoses; for Rule/Out or
Provisional diagnoses, explain what needs to occur to
obtain a more definite diagnosis).

e. Diagnostic Impression: DSM IV-5 Axes.

The written report shall address a student’s needs and

shall not specify a particular service, program, provider,

or eligibility status. The IEP/MP Team determines
whether a student needs a fully self-contained class,
residential placement, at-home instruction, etc. All
recommendations shall be supported by empirical
research.

g. Source of Additional Information: most recent
emotional/behavioral reports (attach reports).

i. Admission and Discharge summaries
ii. Intervention summaries including provider progress
reports
iii.  Consultations

h. Provider information including signature, name and
degree(s) of the evaluator, and the position and name
of institution/organization of the evaluator is affiliated (if
indicated and appropriate).

—h

Referral Criteria

DOE Standards of Practice (SOP) (Appendix A-5) have been
followed; and

Student requires an annual assessment to determine current
mental health needs and recommendations, if required by the
IEP/MP Team, for continued DOH services or for specific
reasons/purposes posed by referral source.

Authorization

DOE Standards of Practice (SOP) (Appendix A-5) have been
followed, and if procured, Procurement Procedures (PP) have
been followed.

If procured, prior authorization via a completed DOE procurement
work order is required for each evaluation. The procured flat rate
reflect the time required for completing the data gathering,
assessment process, feedback session and final report. There is
no payment for travel time, wait time, appointment no-shows, or
cancellations.

Event is only billable upon completion of the evaluation and the
report must be submitted to the appropriate IEP/MP Coordinator
before submitting an invoice claim and before payment will be
made.

Maximum Billable: Flat rate is required.

Completion of Service

The service is complete when all of the following steps are
complete:

Step 1. The assessment has been completed; AND
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Step 2. The written EBA Annual Update report is submitted to the
DOE and meets service specifications as set forth in the
Service Description section, as described above. (See
Appendix A-16, Emotional Behavioral Assessment Annual
Update.) EBA Annual Update reports not meeting these
specifications will be returned to the assessor for
correction. Payment may not be made or a
reimbursement will be sought if assessments are not
corrected according to prescribed specifications.

Step 3. Scores and plotted profiles of the CAFAS, BASC-2,
CALOCUS and Achenbach forms should be attached to
the EBA Annual Update report.

Step 4. Assessors are required to input assessment and data
information in the ISPED (or other designated database)
modules such as IEP/MP, and other modules that DOE
requires, within the timeframe required by the DOE.

Step 5. Feedback session of the assessment results has been
completed.

Staffing Requirements:

Assessors must meet one of the following requirements:

1.

School Psychologist or Clinical Psychologist employed by the DOE specifically credentialed to
conduct mental health/emotional health assessment services as allowed under exemption in
applicable state laws and regulations.

OR
Hawaii licensed psychologist or psychiatrist AND has a minimum of one (1) year of supervised
training in child and adolescent assessment.

OR
Individual who possesses a Master’s degree, doctoral degree, or is a doctoral candidate in a
graduate program in psychology or psychiatry from a regionally or nationally accredited program
AND has a minimum of one (1) year of documented training and supervised experience in child
and adolescent assessment, AND works under the supervision of a licensed psychologist or
psychiatrist meeting standards above. [NOTE: At a minimum, the supervisor must review all prior
reports/data; review all current assessment data; and participate in the interpretation of data, and
the development of a diagnoses and recommendations. The supervisor is to sign the report
acknowledging responsibility for the assessment.]

OR
Licensed mental health professional who is qualified to conduct Emotional Behavioral
Assessments (Mental Health Assessments) for Medicaid reimbursement.

Service Operations:

1.
2.

Parent(s), student, and staff associated with the assessment were actively involved in the process.
The EBA Annual Update report contains all required service content components, utilizing the
DOE'’s prescribed report format. Refer to the Appendix A-16, Emotional Behavioral Assessment
Annual Update Form.
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Report is typed.

Report is submitted within 30 days of referral.

The EBA Annual Update report addresses a student’s strengths and needs and does not specify a
particular service, program, provider or eligibility status.

6. Report includes original signature(s) of the assessor (and supervisor as necessary,)
acknowledging responsibility for the assessment.

arw

Documentation:
Assessors are required to input assessment information and data in the ISPED (or other designated
database) modules and other modules that DOE requires, within the timeframe required by the DOE.

Written report contains all required service content components, utilizing the DOE prescribed report
format. See Appendix A-16, Emotional Behavioral Assessment Annual Update.
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D.

INDIVIDUAL COUNSELING

Service Description

Individual counseling services include regularly scheduled, face-to-
face sessions with a student and are designed to improve student
functioning to allow increased benefits from his/her educational
program. These services may be provided in the school,
community or home setting or, if appropriate, in the provider's
office, in a setting best suited to address IEP/MP goals and
objectives.

Individual counseling includes evidence based best practice
interventions involving written service plans linked to behavioral
support plans and IEP/MP goals and objectives. It also includes
cognitive-behavioral strategies, systemic interventions, crisis
planning and facilitating access to other community services and
supports as needed to improve overall functioning and increase
independence.

Individual counseling sessions may include a brief conference with
the parent, if appropriate (which shall be included as part of the
service). Specific objectives for individual counseling sessions
may include: reduction of symptoms; increasing behavioral control;
improving attention, communication, social, coping, anger
management, problem-solving, and other skills. Interventions are
strengths- and evidence-based and tailored to address identified
student needs and shall be evaluated for effectiveness at least
guarterly.

Services are designed to promote healthy functioning and to build
upon the natural strengths of the school, student/family, and
community resources.

The provider must have a Student Service Plan for each student
seen in individual counseling. (See Appendix A-22) The service
plan must be in written form, and responds to those IEP/MP Goals
and Objectives which pertain to school-based behavioral health
needs. The Student Service Plan shall augment the student's
current Behavioral Support Plan (BSP) which addresses the
student’s strengths, emotional-behavioral health needs, by
describing the provider’'s immediate objective(s), specific
interventions, and target dates for reaching those objectives. The
service plan shall also include the provider's focused intervention
plans, as well as aspects of crisis and transition/exit plans that are
relevant to the role of the provider of individual counseling.

The intent of the Student Service Plan is not to supplant or redo
the IEP/MP or the current BSP, but rather to ensure that it supports
the achievement of the IEP/MP/BSP goals and objectives.
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Services Offered

Individual Counseling includes all of the following:

1.

2.

10.

11.

12.

Access and review all assessment and other historical data
available in the student’s educational record.

Participate in the Functional Behavior Assessment/Behavior
Support Plan process when requested by the school.
Assist team with determining eligibility and developing
IEP/MP goals and objectives.

Participate as an IEP/MP team member when requested. If
the DOE requires the contracted provider to attend an IEP
meeting for the student, authorization must come from a
DOE administrator affiliated with the IEP team and be billed
under Educational Team Planning Participation.

Develop a Student Service Plan for each student as
described above.

Implement Student Service Plans for individual students.
On an ongoing basis, monitor the effect of interventions in
meeting objectives and goals.

Schedule regular sessions to work with student in
accordance with the student's IEP/MP.

Review the Student Service Plan and adjust interventions,
refine understanding of student strengths, needs, goals, and
monitor student progress at least every 30 days.

Develop a written crisis plan in collaboration with the
student, family, teachers, and other relevant parties.
Update crisis intervention and transition/exit plans within the
service plan based on such reviews.

Assist with transition/exit planning in collaboration with
IEP/MP team as may be required. Review the written
transition/exit plan periodically including exit goals, specific
target dates for reaching each goal and other included plan
details to determine when counseling can appropriately
conclude.

Foster the integration of services across domains (home,
school, and community) as needed.

Referral Criteria

DOE Standards of Practice (SOP) have been followed and an
IEP/MP Team determines the identified student meets at least one
of the eligibility criteria as defined in Chapter 53 or 56, and ALL of
the following:

1.

The student is experiencing moderate to severe behavioral
and/or emotional problems due to a behavioral disorder,
manifested by a moderate to severe risk for self-injury,
injury to others, delay in appropriate developmental
progress, deterioration in ability to fulfill developmentally
appropriate responsibilities, presence of stress-related
symptoms, decompensation, or relapse;

The identified behavioral and/or emotional problems
interfere with student’s ability to gainfully benefit from
his/her educational program;
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3. There is reasonable expectation that the student will benefit
from this service, i.e., that individual counseling will
remediate symptoms and/or improve functioning resulting in
improved ability to benefit from his/her educational
program; AND

4. Less restrictive services are not adequate to meet the
student's needs based on the documented response to
prior intervention.

Authorizations

DOE Standards of Practice (SOP) have been followed, and if
procured, Procurement Procedures (PP) have been followed.

If procured, prior authorization via a completed DOE procurement
work order is required for the service.

Individual counseling services can be of varying degrees of
intensity and complexity depending upon the student/family/school
situation and needs. Regular sessions are scheduled per the
service plan in response to the IEP/MP/BSP and typically will
decrease in frequency as needs are met and goals are reached.
These services are intended to be focused and time-limited with
services reduced and discontinued as student/family are able to
function more effectively. The usual course of intervention is six
(6) to twenty-four (24) individual sessions, or six months, or as
specmed per the IEP/MP.

. The IEP/MP team recommends these services. The scope
and nature of services are collaboratively determined by the
IEP/MP team.

2. A normal session may consist of up to twelve units, or one
hour per month of face-to-face individual counseling as
appropriate for the student's age and demonstrated ability to
benefit.

For contracted services, telephone contacts, documentation or
reporting requirements, and logistical planning/preparation shall be
an included cost of the service. There is no payment for phone
calls, travel time, wait time, no-shows, or cancellations.

Absence of the ISPED (or other designated database) Quarterly
Progress Report which incorporates the contents of the SBBH
Quarterly Progress Report will be constructive proof that the
services did not occur and the amount billed will be subject to
refund.

Maximum Billable: 48 units per month or Per IEP/MP
(2 Unit = 5 Minutes; 12 Units = 1 Hour)

Continuing Service
Criteria

Continuation of services will be based on the student’s progress
toward IEP/MP goals and objectives.
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3.

All of the following criteria must be met as determined by IEP/MP
Team review of service documentation, plans and progress as
specified in the Student Service Plan, BSP and IEP/MP:

1.
2.

All referral criteria continue to be met;

Services are being provided per the IEP/MP as documented

in progress reports and plan reviews;

There are regular and timely assessments, and

documentation of student/family response to interventions.

Timely and appropriate modifications to the service plan

have been made that are consistent with the

student/family’s status;

A transition/exit plan has been formulated, regularly

reviewed, revised if appropriate, and appropriately

implemented in a timely manner, identifies specific
transition/exit goals to be met, and includes specific target
dates for reaching each goal;

At least one of the following criteria must be met:

a. Symptoms or behaviors persist at a level of severity that
was documented upon referral, the projected time
frame for attainment of IEP/MP/BSP goals as
documented in the progress notes has not been
reached, and a less restrictive level of care would not
adequately meet student’s needs. Note: In this
situation the IEP/MP Team may need to reconvene,
and the BSP and service plans may need to be
adjusted to better meet the student’s needs. If ongoing
interventions and adjustments are not effective,
alternative services and levels of care may need to be
explored,;

OR

b. Student is demonstrating progress, behavioral
goals/objectives have not yet been met, but there is
reason to believe that goals can be met with continued
individual counseling services, and a less intensive
level of care would not adequately meet student needs;

OR

c. Minimal progress toward behavioral goals has been
demonstrated, the BSP and service plans have been
modified to more effectively address needs, and there
is reason to believe that goals can be met by continuing
individual counseling services, and a less intensive
level of care would not adequately meet student needs;

OR

d. New symptoms or maladaptive behaviors have
emerged, plans have been modified to address these
additional needs, the needs can be safely and
effectively addressed through individual counseling

services, and a less intensive level of care would not
adequately meet student needs.
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Verification of Service
Session

Service session is complete when visit records reflecting all
contacts have been entered into ISPED (or other designated
database) (or other specified) within twenty-four (24) hours.
Such information includes IEP/MP information, visit records,
progress reports and other professional information or data that
DOE may require;

AND
If procured, the provider has completed the Service Verification
Form (See Appendix A-21)

Completion of Service

DOE determines the services of the contracted provider are no
longer necessary;

OR

Student is no longer in need of or eligible for services, as
determined by the IEP/MP team, due to at least one of the
following:

1.

Targeted symptoms and/or maladaptive behaviors have
abated to a level of severity which no longer requires this
level of care as documented by attainment of goals in the
BSP;
OR
Student has demonstrated minimal or no progress toward
BSP goals for a three month period and appropriate
modifications of plans have been made and implemented with
no significant success, suggesting the student is not
benefiting from individual counseling services at this time;
OR
Student exhibits new symptoms and/or maladaptive
behaviors which cannot be safely and effectively addressed
through individual counseling services;
OR
Student no longer meets referral criteria for this service;
OR
Student does not meet eligibility criteria.

Staffing Requirements:

Individual counseling services shall be provided by personnel that meet one of the following
requirements:

1.

Counseling services may be provided by qualified DOE personnel who are in positions whose
class specifications or job descriptions describe counseling services as part of the assigned duties
and responsibilities (i.e. Behavioral Specialists, School Counselors, School Social Workers,
School or Clinical Psychologists).

OR

Hawaii licensed social worker, marriage/family therapist, psychiatric nurse specialist, psychologist,
or psychiatrist, National Certified Counselor, Option C only, AND has a minimum of one year of
supervised training and experience in the provision of child and adolescent mental health services,

OR
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Individual who possesses an advanced (graduate level) professional degree in social work,
marriage/family counseling, psychiatric nursing, psychology, psychiatry, counseling or behavioral
science from a nationally or regionally accredited program AND has a minimum of two years of
supervised training and experience in the provision of child and adolescent mental health services.

OR
Individual who possesses a masters or higher degree from a national or regionally accredited
university; is eligible to be certified/licensed as a School Psychologist by one of the 50 states; and
has at least two years of experience as a School Psychologist which involved working directly with
children.

OR
Individual who possesses an advanced (graduate level) professional degree in social work,
marriage/family counseling, psychiatric nursing, psychology, psychiatry, counseling or behavioral
science, from a nationally or regionally accredited program AND has a minimum of one year of
supervised training and experience in the provision of child and adolescent mental health services,
AND is currently working under the supervision of personnel meeting criteria 2 or 3 above.

OR
Licensed Mental Health Counselor in the State of Hawaii as of 2005 having at least 1 year of
experience in behavioral or mental health.

Service Operations:

1.

akrow

6.

7.

The counseling provider must contact the school or student’s teacher/student/family within one
week of referral and be able to initiate service within two (2) weeks of referral unless otherwise
determined by the IEP/MP Care Coordinator.

Written Student Service Plan is completed within one (1) week of referral, regularly reviewed, and
updated.

Crisis plan is completed within one (1) week of referral, regularly reviewed, and updated.
Transition/Exit plans is completed, regularly reviewed, and submitted.

Input required information into ISPED (or other designated database) and the SBBH supplemental
database as required, within the timeframe specified by the DOE.

SBBH Quarterly Progress Reports are completed according service specifications. (See Appendix
A-19))

Evidence of credentialing is available.

Documentation:
Specific required documentation includes all of the following:

1.

Develop and review a (written) Student Service Plan with the student, family, and school prior to
initiating such services as may be specified in the IEP/MP. Further review the service plan with
the student, family and school as required. The service plan should reference IEP/MP goals and
objectives, include all SBBH related aspects of the student's Behavioral Support plan and add
planning information and details to be utilized by the counseling provider in effectively providing
SBBH service(s) to address the student's goals and objectives. The Student Service Plan shall be
turned in to the IEP/MP Care Coordinator within one (1) week of referral.

Contracted providers are required to utilize the specified Student Service Plan. See Appendix
A-22. DOE employees shall ensure that the student has a service plan that includes all
components of the Student Service Plan and may utilize the same or similar form.

Develop a written crisis plan in collaboration with other involved professionals, and review the plan
with the student, family and school within one (1) week of referral. The plan is to be signed by all
parties involved in the review. Update this plan as needed to effectively meet changing student
needs in relation to family/school needs.
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Prepare written transition and exit plans. Review with the student/family/school within four weeks
of referral and update these plans as needed.

Completion of visit records reflecting all contacts and entered into ISPED (or other designated
database) within twenty-four (24) hours. Providers shall input information in the ISPED (or other
designated database) (or other specified) modules as may be required for each service
description. Such information includes IEP/MP information, visit records, progress reports and
other professional information or data that DOE may require.

By the 5" of every calendar month, input required data into ISPED (or other designated database)
and the SBBH supplemental database, reporting on the student's end-of-month status, as well as
service activities and student progress over the entire month. If the 5" falls on the weekend or a
holiday, data input is due on the preceding school day.

SBBH Quatrterly Progress Reports must address student progress in meeting IEP/MP goals, and
shall be completed and made available to the student's IEP/MP Care Coordinator 2 weeks before
the end of the quarter. Also, a report is due at the end of each ESY period, if student is eligible for
ESY. See Appendix A-19.

Tracking of outcome measures shall, at a minimum, include quarterly completion of the BASC-2
Student Observation System (SOS) in the setting of greatest difficulty, as well as, this data. Data
shall be incorporated into the SBBH Quarterly Progress Report. The provider shall incorporate the
contents of the SBBH Quarterly Progress Report into the ISPED (or other designated database)
quarterly progress report.
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E.

GROUP COUNSELING

Service Description

Group counseling services include regularly scheduled
membership in service provider facilitated groups of three (3) to
twelve (12) students, and is designed to improve student
functioning in their identified areas of concern.

Group counseling services are focused, evidenced based and
typically time-limited. Group counseling is contra-indicated for
conduct disordered students. Students shall be exited from the
group when appropriate IEP/MP and BSP goals and objectives are
reached. Group counselors may utilize verbal instruction,
modeling, coaching, role-playing, behavioral practice and other
group-oriented experiential technigues.

Specific goals may include: skill development, reduction of
reoccurring problem behaviors; reduction of symptoms; increase in
behavioral control; and improved attention, communication, social,
recreational, coping, anger management, problem-solving, and
other daily educational or living skills. Interventions utilized are to
be strengths- and evidence-based and tailored to address
identified needs of the individual student.

Services are designed to promote healthy independent functioning
and to build upon the natural strengths of the student and
community resources.

The counseling provider must have a Student Service Plan for
each student seen in group counseling. The service plan must be
in written form, and responds to those IEP/MP Goals and
Objectives which pertain to school-based behavioral health needs.
A Student Service Plan shall augment the student's current
Behavioral Support Plan (BSP) which addresses the student’s
emotional-behavioral health needs, by describing the counseling
provider’'s immediate objective(s), specific interventions, and target
dates for reaching those objectives. The service plan shall also
include the provider's focused intervention plans, as well as
aspects of crisis and transition/exit plans that are relevant to the
role of the provider of group counseling. See Student Service Plan
in Appendix A-22.

The intent of the service plan is not to supplant or redo the IEP/MP
or the current BSP, but rather to ensure that it supports the
achievement of the IEP/MP/BSP goals and objectives.

Services Offered

Group counseling includes all of the following:

1. Access and review all assessment and other historical data
available in the student’s educational record.

2. Participate in the Functional Behavior Assessment/Behavior
Support Plan process as when requested by the school.

3. Assist team with determining eligibility and developing
IEP/MP goals and objectives.

4. Participate as an IEP/MP team member when requested by
the school. If the DOE requires the contracted provider to
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attend an IEP meeting for the student, authorization must
come from a DOE administrator affiliated with the IEP team
and be billed under Educational Team Planning
Participation.

5. Develop a Student Service Plan for each student as
described above.

6. Implement service plans for individual students. On an
ongoing basis, monitor the effect of interventions in meeting
objectives and goals.

7. Schedule regular sessions to work with student in
accordance with the student's IEP/MP.

8. Review the service plan and adjust interventions, refine
understanding of student strengths, needs, goals, and
monitor student progress at least every 30 days.

9. Develop a written crisis plan in collaboration with the
student, family, teachers, and other relevant parties.

10. Update crisis intervention and transition/exit plans within the
service plan based on such reviews.

11. Assist with transition/exit planning in collaboration with
IEP/MP team as may be required. Review the written
transition/exit plan periodically including exit goals, specific
target dates for reaching each goal and other included plan
details to determine when counseling can appropriately
conclude.

12. Foster the integration of services across domains (home,

school, and community) as needed.

Referral Criteria

DOE Standards of Practice (SOP) have been followed and an IEP
or MP Team determines the identified student meets at least one
of the eligibility criteria as defined in Chapter 53 or 56, and ALL of
the following:

1. The student is experiencing moderate to severe behavioral
and/or emotional problems due to a behavioral disorder,
manifested by a moderate to severe risk for self-injury, injury
to others, delay in appropriate developmental progress,
deterioration in ability to fulfill developmentally appropriate
responsibilities, presence of stress-related symptoms,
decompensation, or relapse;

2. The identified behavioral and/or emotional problems
interfere with student’s ability to gainfully benefit from his/her
educational program;

3. There is reasonable expectation that the student will benefit
from this service, i.e., that group counseling will remediate
symptoms and/or improve functioning resulting in improved
ability to benefit from his/her educational program; AND

4. Less restrictive services are not adequate to meet the
student's needs based on the documented response to prior

intervention.

Authorizations

DOE Standards of Practice (SOP) have been followed, and if
procured, Procurement Procedures (PP) have been followed.
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If procured, prior authorization via a completed DOE procurement
work order is required for the service.

1. Group counseling services can be of varying degrees of
intensity and complexity depending upon the student’s
situation and needs. Regular sessions are scheduled per
the service plan in response to the IEP/MP and BSP and
typically will be time-limited and will decrease in frequency
as needs are met and goals are reached.

2. The IEP/MP Team recommends these services. The scope
and nature of services are collaboratively determined by the
IEP/MP.

3. A normal session should consist of twelve units, or a one
hour session per month of group counseling.

4. If procured, the unit cost shall reflect a 5-minute unit rate.
The rate shall reflect the cost for providing the service to the
individual student, not the group.

Note: For contracted services, telephone contacts, documentation
and reporting requirements, and logistical planning/preparation
shall be an included cost of the service. There is no payment for
phone calls, travel time, wait time, no-shows, or cancellations.

Absence of the ISPED (or other designated database) Quarterly
Progress Report which incorporates the contents of the SBBH
Quarterly Progress Report will be constructive proof that the
services did not occur and the amount billed will be subject to
refund.

Maximum Billable: 48 units per month or per IEP/MP
(1 Unit = 5 Minutes; 12 Units = 1 Hour)

Reauthorization Criteria

Continuation of services will be based on the student’s progress
toward IEP/MP goals and objectives.

All of the following criteria must be met as determined by IEP/MP
Team review of service documentation, plans and progress as
specified in the Student Service Plan, BSP and IEP/MP:

1. All referral criteria continue to be met;

2. Services are being provided per the IEP/MP as documented
in progress reports and plan reviews;

3. There are regular and timely assessments, and
documentation of student/family response to interventions.
Timely and appropriate modifications to the service plan
have been made that are consistent with the
student/family’s status;

4. A transition/exit plan has been formulated, regularly
reviewed, revised if appropriate, and appropriately
implemented in a timely manner, identifies specific
transition/exit goals to be met, and includes specific target
dates for reaching each goal; AND
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5. Atleast one of the following criteria must be met:

a. Symptoms or behaviors persist at a level of severity that
was documented upon referral, the projected time
frame for attainment of IEP/MP/BSP goals as
documented in the progress notes has not been
reached, and a less restrictive level of care would not
adequately meet student’s needs. Note: In this
situation the IEP/MP Team may need to reconvene,
and the BSP and service plans may need to be
adjusted to better meet the student’s needs. If ongoing
interventions and adjustments are not effective,
alternative services and levels of care may need to be
explored,;

b. Studentis demonstrating progress, behavioral
goals/objectives have not yet been met, but there is
reason to believe that goals can be met with continued
group counseling services, and a less intensive level of
care would not adequately meet student needs;

c. Minimal progress toward behavioral goals has been
demonstrated, the BSP and service plans have been
modified to more effectively address needs, and there
is reason to believe that goals can be met by continuing
group counseling services, and a less intensive level of
care would not adequately meet student needs; OR

d. New symptoms or maladaptive behaviors have
emerged, plans have been modified to address these
additional needs, the needs can be safely and
effectively addressed through group counseling
services, and a less intensive level of care would not
adequately meet student needs.

Verification of Service
Session

1. Service session is complete when visit records reflecting all
contacts have been entered into ISPED (or other designated
database) (or other specified) within twenty-four (24) hours.
Such information includes IEP/MP information, visit records,
progress reports and other professional information or data
that DOE may require;

AND
2. If procured, the provider has completed the Service
Verification Form (See Appendix A-21)

Completion of Service

DOE determines the services of the contracted provider are no
longer necessary;

OR
The IEP/MP Team determines that student is no longer in need of
or eligible for services due to at least one of the following:

1. Targeted symptoms and/or maladaptive behaviors have
abated to a level of severity which no longer requires this
level of care as documented by attainment of goals in the
IEP/MP;
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OR
2. Student has demonstrated minimal or no progress toward
IEP/MP goals for a three month period and appropriate
modifications of BSP and service plans have been made
and implemented with no significant success, suggesting
the student is not benefiting from group counseling services
at this time;
OR
3.  Student exhibits new symptoms and/or maladaptive
behaviors which cannot be safely and effectively addressed
through group counseling services;
OR
4.  Student no longer meets referral criteria for this service;
OR
5. Student no longer meets eligibility criteria.

Staffing Requirements:
Group counseling services shall be provided by personnel that meet one of the following requirements:

1.

Counseling services may be provided by qualified DOE personnel who are in positions whose
class specifications or job descriptions describe counseling services as part of the assigned duties
and responsibilities (i.e. Behavioral Specialists, School Counselors, School Social Workers,
School or Clinical Psychologists).

OR
Hawaii licensed social worker, marriage/family therapist, psychiatric nurse specialist, psychologist,
or psychiatrist, National Certified Counselor, option C only, AND has a minimum of one year of
supervised training and experience in the provision of child and adolescent mental health services,

OR
Individual who possesses an advanced (graduate level) professional degree in social work,
marriage/family counseling, psychiatric nursing, psychology, psychiatry, counseling or behavioral
science from a nationally or regionally accredited program AND has a minimum of two years of
supervised training and experience in the provision of child and adolescent mental health services,

OR
Individual who possesses a masters or higher degree from a national or regionally accredited
university; is eligible to be certified/licensed as a school psychologist by one of the 50 states; and
has at least two years of experience as a school psychologist which involved working directly with
children.

OR
Individual who possesses an advanced (graduate level) professional degree in social work,
marriage/family counseling, psychiatric nursing, psychology, psychiatry, counseling or behavioral
science, from a nationally or regionally accredited program AND has a minimum of one year of
supervised training and experience in the provision of child and adolescent mental health services,
AND is currently working under the supervision of personnel meeting criteria 2 or 3 above.

OR
Licensed Mental Health Counselor in the State of Hawaii as of 2005 having at least 1 year of
experience in behavioral or mental health.

Service Operations:

1.

The counseling provider must contact the school/student/family within one week of procurement
and be able to initiate service within two (2) weeks of referral unless otherwise determined by the
IEP/MP Care Coordinator.
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6.

7.

Written Student Service Plan is completed within one (1) week of referral, regularly reviewed, and
updated.

Crisis plan is completed within one (1) week of referral, regularly reviewed, and updated.
Transition/Exit plans is completed, regularly reviewed, and submitted.

Input required information into ISPED (or other designated database) and the SBBH supplemental
database as required, and within the timeframe specified by the DOE.

SBBH Quarterly Progress Reports are completed according to service specifications. See
Appendix A-19.

Evidence of credentialing must be available.

Documentation:
Specific required documentation includes all of the following:

1.

Develop and review a (written) Student Service Plan with the school or student’s teacher, student,
and family prior to initiating such services as may be specified in the IEP/MP. Further review the
service plan with the student, family and school as required. The service plan should reference
IEP/MP goals and objectives, include all SBBH related aspects of the student's Behavioral
Support plan and add planning information and details to be utilized by the provider in effectively
providing SBBH service(s) to address the student's goals and objectives. The Student Service
Plan shall be turned in to the IEP/MP Care Coordinator within one (1) week of referral.
Contracted providers are required to utilize the specified Student Service Plan. See Appendix
A-22. The DOE employee providing counseling shall ensure that the student has a service plan
which includes all components of the Student Service Plan and may utilize the same or similar
form.

Develop a written crisis plan in collaboration with other involved professionals, and review the plan
with the student, family and school within one (1) week of referral. The plan is to be signed by all
parties involved in the review. Update this plan as needed to effectively meet changing student
needs in relation to family/school needs.

Prepare written transition and exit plans. Review with the student/family/school within four weeks
of referral and update these plans as needed.

Completion of visit records reflecting all contacts and entered into ISPED (or other designated
database) within twenty-four (24) hours. Counseling providers shall input information in the
ISPED (or other designated database) modules as may be required for each service description.
Such information includes IEP/MP information, visit records, progress reports and other
professional information or data that DOE may require.

By the 5" of every calendar month, input required data into ISPED (or other designated database)
and the SBBH supplemental database, reporting on the student's end-of-month status, as well as
service activities and student progress over the entire month. If the 5" falls on the weekend or a
holiday, data input is due on the preceding school day.

SBBH Quatrterly Progress Reports must address student progress in meeting IEP/MP goals, and
shall be completed and made available to the student's IEP/MP Care Coordinator within 2 weeks
before the end of the quarter. Also a report is due at the end of the ESY period if the student is
eligible. See Appendix A-19.

Tracking of outcome measures shall, at a minimum, include quarterly completion of the BASC-2
Student Observation System (SOS) in the setting of greatest difficulty, as well as, this data. Data
shall be incorporated into the SBBH Quarterly Progress Report. The provider shall incorporate the
contents of the SBBH Quarterly Progress Report into the ISPED (or other designated database)
quarterly progress report.

Page 91
School Based Behavioral Health Services Performance Standards
Group Counseling



INTERAGENCY PERFORMANCE STANDARDS AND PRACTICE GUIDELINES

F.

PARENT COUNSELING/TRAINING

Service Description

The purpose of Parent Counseling/Training is to educate parents
or legal guardians (with whom the student resides) and to provide
them with an understanding of the special needs of their student
and help them acquire and practice the skills that will allow them to
support the implementation of their student’'s IEP/MP.

Topics of instruction may include, but are not limited to information
relating to their student’s disability and related diagnosis;
techniques useful for addressing behavioral issues and information
about evidence based strategies.

Parent Counseling/Training services include regularly scheduled
face-to-face sessions with a student and family designed to
facilitate improvement of student/family functioning in ways that
allow the student to gain benefit from his/her educational program.
These services may be provided in the school, community or home
setting; or, if it is appropriate and agreeable to the family, in the
counseling/training provider’s office.

The counseling/training provider must have a Student Service Plan
for each student seen in parent counseling/training. The service
plan must be in written form, and responds to those IEP/MP Goals
and Objectives which pertain to school-based behavioral health
needs. The Student Service Plan shall augment the student's
current Behavioral Support Plan (BSP) which addresses the
student’s emotional-behavioral health needs, by describing the
provider's immediate objective(s), specific interventions, and target
dates for reaching those objectives. The service plan shall also
include the provider's focused intervention plans, as well as
aspects of crisis and transition/exit plans that are relevant to the
role of the provider of parent counseling/training.

The intent of the Student Service Plan is not to supplant or redo
the IEP/MP or the current BSP, but rather to ensure that it supports
the achievement of the IEP/MP/BSP goals and objectives.

Services Offered

Interventions are evidence based and tailored to address identified
student needs. Services are designed to promote healthy
functioning and to build upon the natural strengths of the student,
family and community resources. These services are intended to
be time-limited with services first reduced, and then discontinued
as student/family are able to function more effectively in achieving
educational goals and objectives.

Specific interventions may include:

1. Assisting family with developing and maintaining appropriate
structure within the home.

2. Assisting family with the development of effective parenting
skills and student management techniques.

3. Assisting family with developing an increased understanding
of their student’s symptoms and problematic behaviors,
developing effective strategies to address these issues, and
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encouraging an emphasis on building upon their student’s
strengths.

4. Facilitating involvement and access to community supports
and resources as needed.

Referral Criteria

DOE Standards of Practice (SOP) (Appendix A-5e) have been
followed and an IEP or MP Team determines that:

o Parents/legal guardians need education in the
understanding of the special needs of their student; and/or

o Parents/legal guardians need help in acquiring skills and
practicing skills that will allow them to support the
implementation of their student’s IEP/MP;

AND
The identified student meets at least one of the DOE service
eligibility criteria defined in Chapter 53 or 56, and ALL of the
following:

1. The student is exhibiting moderate to severe behavioral
and/or emotional problems due to a behavior disorder,
manifested by a moderate to severe risk for self-injury, injury
to others, delay in appropriate developmental progress,
deterioration in ability to fulfill developmentally appropriate
responsibilities, presence of stress-related symptoms,
decompensation, or relapse;

2.  The identified behavioral and/or emotional problems
significantly interfere with student’s ability to gainfully benefit
from the his/her educational program;

3. Direct family involvement in interventions are essential to
the student’s progress, i.e., lack of direct family involvement
would result in lack of progress or deterioration; AND

4. Less restrictive services are not adequate to meet the
student needs based on documented response to prior
treatment.

Authorization

DOE Standards of Practice (SOP) (Appendix A-5e) have been
followed, and if procured, Procurement Procedures (PP) have
been followed.

If procured, prior authorization via a completed DOE procurement
work order is required for the service.

1. Parent Counseling/Training services are recommended by
the IEP/MP team and procured by the school. The scope
and nature of services are collaboratively determined by the
IEP/MP team. Parent/Family intervention services may vary
in intensity and complexity depending upon the
student/family situation and needs.

2. Regular sessions are scheduled per service plan to respond
to needs identified by the IEP/MP and BSP, and typically will
decrease in frequency as needs are met and goals are
reached. These services are intended to be time-limited with
services reduced and then discontinued as student/family
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are able to function more effectively and the student
demonstrates progress on educational goals and objectives.

3. A normal session should consist of twelve units or one hour
per month of face-to-face parent counseling/training

4. If procured, a billable event is limited to actual Parent
Counseling/Training sessions and the Parent
Counseling/Training session must consist of face-to-face
contact with the persons who are the recipient of the
training.

Note: For contracted services, telephone contacts, documentation
or reporting requirements, and logistical planning/preparation shall
be an included cost of the service. There is no payment for time
spent on phone calls, travel time, wait time, no-shows, or
cancellations.

Absence of the ISPED (or other designated database) quarterly
progress report which incorporates the contents of the SBBH
Quarterly Progress Report will be constructive proof that the
services did not occur and the amount billed will be subject to
refund.

Maximum Billable: 48 units per month or per the IEP/MP.
(1 Unit = 5 Minutes; 12 Units = 1 Hour)

Continuing Service
Criteria

Parent Counseling/Training must be of a time-limited basis and
consist of evidence based instructional interventions. In addition,
the service will follow the service plan and result in the student’s
progress in educational goals and objectives as evidenced by
collected data.

Verification of Service
Session

1. Service session is complete when visit records reflecting all
contacts have been entered into ISPED (or other designated
database) (or other specified) within twenty-four (24) hours.
Such information includes IEP/MP information, visit records,
progress reports and other professional information or data
that DOE may require;

AND

2. If procured, the provider has completed the Service

Verification Form (See Appendix A-21.)

Completion of Service

1. Parent Counseling/Training service plan has been
implemented and completed;
OR
2. The IEP/MP team determined that the provision of this
service is no longer needed;
OR
3. The DOE determines the services of the contracted provider
are no longer necessatry.
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Staffing Requirements:
Parent Counseling/Training services shall be provided by personnel that meet one of the following
requirements:

1.

Counseling services may be provided by qualified DOE personnel who are in positions whose
class specifications or job descriptions describe counseling/training services as part of the
assigned duties and responsibilities (i.e. Behavioral Specialists, School Counselors, School Social
Workers, School or Clinical Psychologists).

OR
Hawaii licensed social worker, marriage/family therapist, psychiatric nurse specialist, psychologist,
or psychiatrist, National Certified Counselor, option C only, AND has a minimum of one year of
supervised training and experience in the provision of child and adolescent mental health services.

OR
Individual who possesses an advanced (graduate level) professional degree in social work,
marriage/family counseling, psychiatric nursing, psychology, psychiatry, counseling or behavioral
science from a nationally or regionally accredited program AND has a minimum of two years of
supervised training and experience in the provision of child and adolescent mental health services,

OR
Individual who possesses a masters or higher degree from a national or regionally accredited
university; is eligible to be certified/licensed as a School Psychologist by one of the 50 states; and
has at least two years of experience as a school psychologist which involved working directly with
children.

OR
Individual who possesses an advanced (graduate level) professional degree in social work,
marriage/family counseling, psychiatric nursing, psychology, psychiatry, counseling or behavioral
science, from a nationally or regionally accredited program AND has a minimum of one year of
supervised training and experience in the provision of child and adolescent mental health services,
AND currently works under the supervision of personnel meeting criteria 2 or 3 above.

OR
Service delivery must be preceded by a thorough assessment of the youth and their family so that
an appropriate and effective treatment plan can be developed.

Service Operations:

1.

The counselor/trainer must contact the student/family within one week of procurement and be able
to initiate service within two (2) weeks of referral unless otherwise determined by the IEP/MP Care
Coordinator.

Provision of this service must be of a time-limited basis and promote success in helping
parents/legal guardians acquire the skills to help their student meet the goals and objectives in the
student’s IEP/MP.

Data will be kept for each session as to the progress made by parents/legal guardians receiving
Parent Counseling/Training.

This service should be delivered in a setting that is best suited to address student’s IEP/MP goals
and objectives. This may occur at the student’s school, home, or other site as identified by the
team.

The counselor/trainer must integrate this service with other services, student’s school, other
agencies, and other DOE contracted providers.

The intent of this service is to realize reasonable benefit to the educational progress of the
student.

The counselor/trainer shall provide the service in accordance with the time and frequency
identified in the IEP/MP (e.g., do not provide all authorized contact hours for the month in one
session at the end of the month, unless this arrangement is specified in the IEP/MP).
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10.

11.

12.
13.
14.
15.
16.

The parent’s/legal guardian’s inability to acquire the skills or knowledge, or lack of participation will
result in the IEP/MP team revisiting the need for this service.

It is an expectation that contact be made with the school/teacher to develop the parent
counseling/training plan within one week. After the plan is developed, the counselor/trainer will
contact parent to initiate services. This inception date of services may be delayed as an
accommodation to the parent, however, the counselor/trainer must provide notice of the delay to
the DOE employee requesting the services in writing, email is acceptable.

Services shall be made available to parents/legal guardians within the typical workday as well as
in the evening.

Initial appointment with student/family must be scheduled within two weeks of referral or per
instructions of the IEP/MP Care Coordinator.

Written service plan is completed within one (1) week of referral, regularly reviewed, and updated.
Crisis plan is completed within one (1) week of referral, regularly reviewed, and updated.
Transition/Exit plans are completed, regularly reviewed, and submitted.

SBBH Quatrterly Progress Report is completed according to service specifications.

Evidence of credentialing is available.

Documentation:
Specific required documentation includes all of the following:

1.

Develop and review a (written) service plan. The service plan must include specific concepts/skills
in which education /training is being provided and data will be kept on progress or lack of progress
in acquiring the specific concepts/skills identified. The Student Service Plan shall be turned in to
the IEP/MP Care Coordinator within one (1) week of referral.

Contracted providers are required to utilize the specified Student Service Plan. See Appendix
A-22. DOE employees shall ensure that the student has a service plan that includes all
components of the Student Service Plan and may utilize the same or similar form.

Completion of visit records reflecting all contacts and entered into ISPED (or other designated
database) within twenty-four (24) hours. Counselor/trainers shall input information in the ISPED
(or other designated database) modules as may be required for each service description. Such
information includes IEP/MP information, visit records, progress reports and other professional
information or data that DOE may require.

By the 5" of every calendar month, input required data into ISPED (or other designated database)
and the SBBH supplemental database, reporting on the student's end-of-month status, as well as
service activities and student progress over the entire month. If the 5™ falls on the weekend or a
holiday, data input is due on the preceding school day.

SBBH Quatrterly Progress Report and supporting shall be completed and made available to the
student’s IEP/MP Care Coordinator 2 weeks before the end of the quarter. Additionally, a report is
due at the end of the ESY period if student is eligible. See Appendix A-19. The counselor/trainer
will be responsible for providing measurable outcome data to assess the effectiveness of this
service.

Tracking of outcome measures shall, at a minimum, include quarterly completion of the BASC-2
Student Observation System (SOS) in the setting of greatest difficulty, as well as, this data. Data
shall be incorporated into the SBBH Quarterly Progress Report. The provider shall incorporate the
contents of the SBBH Quarterly Progress Report into the ISPED (or other designated database)
quarterly progress report.
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PSYCHIATRIC SERVICES

School-based behavioral health services are provided within the context of the Hawaii
Department of Education Comprehensive Student Support System. As part of an integrated
programmatic approach, these services are designed to provide the personalized support
necessary to assist students to successfully engage in standards-based educational
opportunities through overcoming individual barriers to learning. The primary goal is to remove
barriers to learning through the provision of behavioral health services to students emphasizing
the development of skills necessary to meet the social, communication, emotional and
behavioral demands of the learning and school community environment.

Psychiatric evaluation and treatment services provided are to be integrated with DOE
employee-provided or contracted behavioral health services in order to ensure timely and
appropriate access to a full array of educational and behavioral health services that are
organized in a coordinated and collaborative manner in an accountable, cost effective,
performance-based system for providing services to assist all students.

PSYCHIATRIC DIAGNOSTIC EVALUATION

Service Description

Psychiatric diagnostic examination, specifically completed
by a licensed physician, involves a strengths-based
approach to identify student’s needs in the context of
school, family and community. It includes history, mental
status, physical evaluation and exchange of information
with primary physician, student’s disposition, a written
assessment, and feedback to parent/family and IEP/MP
development suggestions. This service is limited to an
initial or follow-up evaluation for a medically complex or
diagnostically complex student. This service does not
involve ongoing psychiatric treatment or transfer of
provider.

Psychiatric diagnostic evaluation includes examination of a
student and exchange of information with the primary care
physician, and other informants such as family members
and school staff, and the preparation of a report.

Services Offered

Psychiatric diagnostic evaluation shall include all of the
following:

1. Review all previously collected data, including DOE
reports, prior to interviewing student, family, and
school staff.

2. Contact the family and arrange for appointment with
the student and family within one week of
procurement.

3. Initiate services within two weeks of procurement.

a. Parental consent for assessment and release of
information is covered by the IEP/MP consent.
No additional parental consent for assessment
or release is needed by the contracted provider.
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b. Review and incorporate reports completed by
DOE professionals, including but not limited to
psychometric test results, if available.

c. Review and incorporate any other relevant data
including developmental, psycho-social,
medical, educational, and legal histories as
provided by the school student services
coordinator (SSC).

d. Interview school personnel -- teachers,
counselors, behavior specialists and/or
administrators, or other persons that have first-
hand knowledge of the functioning of the
student.

e. Interview family/significant others.

f.  Interview student face-to-face.

4.  Submit completed written report to the DOE within
30 days of procurement. See Appendix A-15,
Emotional Behavioral Assessment/Psychiatric
Diagnostic Evaluation. A written report includes all
of the following:

a. Date(s) of assessment and date of report.

b. Identifying information: student name, DOB,
legal guardian, home-school, grade, IDEA/504
status.

c. Reason(s) for referral.

d. Sources of information: including review of
records, interviews, and assessment tools.

e. Brief developmental, medical, family, social,
educational, and psychiatric history-include past
and current use of and reasons for psychotropic
medications.

f.  Substance use history.

g. Description and history of presenting
problem(s).

h. Behavioral observations and Mental Status
Exam must include all of the following:

i. Appearance, attitude, and behavior;
ii. Orientation;
iii. Affect and mood;
iv. Thought content/processes:

Fund of knowledge;

Intelligence;

Cognitive processes; and

Memory;

Insight;

Judgment; and

7. Homicidal/suicidal risk

i. Evaluation results and interpretation, which must

include specific scores, plotted profiles, and

oukrwnNE
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analytical interpretations of the Child and
Adolescent Level of Care Utilization System
(hereinafter “CALOCUS”), the Behavior
Assessment System for Children, 2™ Edition,
(hereinafter “BASC-2"), The Child & Adolescent
Functional Assessment Scale (hereinafter
“CAFAS”"), and Achenbach Checklists. The
assessor must consider the BASC-2
data/reports and incorporate them in the
evaluation/ recommendations.

Student and Family Strengths.

Clinical Formulation/Criteria of Diagnoses
(include severity and duration of diagnoses; for
Rule/Out or Provisional diagnoses, explain what
needs to occur to obtain a more definite
diagnosis).

Diagnostic Impression: DSM IV-5 Axes.

When medication is prescribed, the psychiatrist
must obtain written formal consent from the
parent/legal guardian and the student (if
appropriate), after fully explaining the benefits,
risks, and alternatives; and

Psychiatric diagnostic evaluations shall be
conducted with a student in a safe, and efficient
manner in accordance with accepted standards
for clinical practice.

The written report shall address a student’s
needs and shall not specify a particular service,
program, provider, or eligibility status. The
IEP/MP Team determines whether a student
needs a fully self-contained class, residential
placement, at-home instruction, etc. All
recommendations shall be supported by
empirical research.

Submitting completed written report within 30
days of procurement to the IEP/MP Care
Coordination utilizing the Emotional Behavioral
Assessment/Psychiatric Diagnostic Evaluation
(See Appendix A -15).

Provide information including signature, name
and degree(s) of the evaluator, and the position
and name of institution/organization of the
evaluator is affiliated (if indicated and
appropriate).

Target Population To Be
Served

Students who are eligible for services described must meet the
following criteria:

The student has or is suspected of having a disability
described in HAR Section 8-56-16 to 8-56-29 OR HAR
Sections 8-53-1 to 8-53-38.
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2. The student has an Individualized Educational Plan
developed under criteria described in HAR Chapter 56, that
is, a student is eligible for services under HAR Chapter 56
criteria and the student needs special education and related
services because of the disability described in paragraph (1)
above; or

3. The student has a Modification Plan developed under
criteria described in HAR Chapter 53, that is, a student is
eligible for services under HAR Chapter 53 criteria and the
student needs a modification plan and related services
because of having a disability described in paragraph (1)
above;

4. The student resides in the State and comes within the
following age range: (a) at least three years of age or (b)
under twenty years on the first instructional day of the
school year as set forth by the Department of Education;
and

5. The student is currently exhibiting moderate to severe
social, communication, emotional or behavioral deficits and
is in need of behavioral or mental health services, in order to
benefit from his/her free and appropriate public education.

Referral Criteria

DOE Standards of Practice (SOP) have been followed and an
SST/IEP or MP Team, in consultation with a DOE psychologist or
SBBH supervisor, determines:

1. The student with medically complex or diaghostically
complex needs requires a comprehensive diagnostic
evaluation to assist the team in designing interventions in
emotional/behavioral crisis, exacerbations of behavioral
symptoms, or serious and challenging behaviors; AND

2. The student may need psychiatric intervention to augment
IEP/MP related behavioral/mental health services to
address behavioral/mental health needs; AND

3. The student may need psychiatric intervention to treat an
emotional-behavioral condition to prevent the need for a
more restrictive or intensive service level.

Authorization

DOE Standards of Practice (SOP) and Procurement
Procedures (PP) have been followed.

Prior authorization via a completed procurement work order
is required for each evaluation.

The procured flat rate reflects the time required for
completing the data gathering, assessment process,
feedback session and final report. There is no payment for
travel time, wait time, appointment no-shows, or
cancellations.
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Event is only billable upon completion of the evaluation and
the report must be submitted to the appropriate school staff
before submitting an invoice claim and before payment will
be made.

Maximum Billable: Flat rate is required.

Completion of Service The service is complete when all of the following steps are
complete:

Step 1. The evaluation process has been completed; AND

Step 2. The written evaluation report is submitted to the
DOE and meets service specifications as set forth
in the Service Description section, as described
above. See Emotional Behavioral
Assessment/Psychiatric Diagnostic Evaluation
(See Appendix A-15). Evaluation reports not
meeting these specifications will be returned to the
assessor for correction. Payment may not be
made or a reimbursement will be sought if the
evaluation report is not corrected according to
prescribed specifications.

Step 3. Feedback session of the evaluation results has been
completed.

Staffing Requirements:

1. Hawaii licensed physician and privileged through the provider’s credentialing and privileging
process to render diagnostic services;

Board Certified Child and Adolescent Psychiatry; or

APRN (see Glossary) who is working under the supervision of a licensed physician or psychiatrist
meeting standards above.

2.
3.

Documentation:

Written report shall be completed and submitted within thirty (30) days of procurement and shall
document the nature, chronicity and severity of the disorder, DSM IV diagnosis, and
recommendations including medication, utilizing the attached Emotional Behavioral
Assessment/Comprehensive Psychiatric Diagnostic Evaluation (See Appendix A-15).
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2. PSYCHIATRIC MEDICATION EVALUATION:

Service Description

Psychiatric medication evaluation is specifically completed
by a medical doctor, involves a strengths-based approach
to identify student’s needs in the context of school, family
and community. It includes history, mental status, physical
evaluation and exchange of information with primary
physician, disposition, a written assessment, and feedback
to parent/family and IEP/MP development suggestions.
This service is diagnostic and assesses the student’s
presenting symptoms for the purpose of possible
prescription and administration of medication by a
physician. Previous emotional-behavioral or mental health
assessments will be included in the referral packets. This
service is limited to an initial evaluation and does not
involve psychiatric treatment or medication management.

Psychiatric medication evaluation includes examination of a patient
and exchange of information with the primary care physician and
other informants such as family members and school staff, and the
preparation of a report.

Services Offered

Psychiatric medication evaluation includes all of the following:

1. Review all previously collected data, including DOE reports;
prior to interviewing student and/or family and school staff

2. Contact the family and arrange for appointment with the
student and family within one week of procurement;

3. Initiate service within two weeks of procurement:

a. Administer assessment instruments and interpret
assessment results; must include specific scores,
plotted profiles, and analytical interpretations of the
BASC-2, CAFAS, Achenbach Checklists, and
CALOCUS.

b. Parent consent for assessment and release of
information is covered by the IEP/MP consent. No
additional parental consent for assessment or release is
needed by the contracted provider.

4.  When medication is prescribed, the psychiatrist must obtain
written formal consent from the parent/legal guardian and
the student (if appropriate), after fully explaining the
benefits, risks, and alternatives; and

5.  Psychiatric medication evaluations shall be
conducted with a student in a safe, and efficient
manner in accordance with accepted standards for
clinical practice.

6. The written report shall address a student’s needs
and shall not specify a particular service, program,
provider, or eligibility status. The IEP/MP Team
determines whether a student needs a fully self-
contained class, residential placement, at-home
instruction, etc. All recommendations shall be
supported by empirical research.
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Submit the completed written report within 30 days of
procurement to the DOE utilizing the Emotional Behavioral
Assessment Annual Update /Psychiatric Medication
Evaluation. See Appendix A-16.

Provider information including signature, name and
degree(s) of the evaluator, and the position and

name of institution/organization of the evaluator is
affiliated (if indicated and appropriate).

Target Population To Be
Served

Students who are eligible for services described must meet the
following criteria:

1.

2.

The student has a disability described in HAR Section
8-56-16 to 8-56-29 OR HAR Sections 8-53-1 to 8-53-38;
The student has an Individualized Educational Plan
developed under criteria described in HAR Chapter 56, that
is, a student is eligible for services under HAR Chapter 56
criteria and the student needs special education and
related services because of the disability described in
paragraph (1) above; or

The student has a Modification Plan developed under
criteria described in HAR Chapter 53, that is, a student is
eligible for services under HAR Chapter 53 criteria and the
student needs a modification plan and related services
because of having a disability described in paragraph (1)
above;

The student resides in the State and comes within the
following age range: (a) at least three years of age or

(b) under twenty years on the first instructional day of the
school year as set forth by the Department of Education;
and

The student is currently exhibiting moderate to severe
social, communication, emotional or behavioral deficits and
is in need of behavioral or mental health services, in order to
benefit from his/her free and appropriate public education.

Referral Criteria

DOE Standards of Practice (SOP) (Appendix A-5i) have been
followed and an SST/IEP or MP Team, in consultation with a DOE
psychologist or SBBH supervisor, determines:

Student has had a previous emotional/behavioral
assessment and requires diagnostic evaluation; and

The student may need psychiatric intervention to augment
IEP/MP related behavioral/mental health services to
address behavioral/mental health needs; and

The student may need psychiatric intervention to treat an
emotional-behavioral condition to prevent the need for a
more restrictive or intensive service level.

Authorization

DOE Standards of Practice (SOP) (Appendix A-5i) and
Procurement Procedures (PP) have been followed.
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Prior authorization via a completed procurement work order
is required for each evaluation.

The procured flat rate reflects the time required for
completing the data gathering, assessment process,
feedback session and final report. There is no payment for
travel time, wait time, appointment no-shows, or
cancellations.

Event is only billable upon completion of the evaluation and
the report must be submitted to the appropriate school staff
before submitting an invoice claim and before payment will
be made.

Maximum Billable: Flat rate is required.

Completion of Service

The service is complete when all of the following steps are
complete:

Step 1. The evaluation process has been completed; AND

Step 2. The written evaluation report is submitted to the
DOE and meets service specifications as set forth
in the Service Description section, as described
above. See Appendix A-16, Emotional Behavioral
Assessment Annual Update/Psychiatric Medication
Evaluation. Evaluation reports not meeting these
specifications will be returned to the assessor for
correction. Payment may not be made or a
reimbursement will be sought if the evaluation
report is not corrected according to prescribed
specifications.

Step 3. Feedback session of the evaluation results has been
completed.

Staffing Requirements:

1.

2.
3.

Documentation:
Written report shall be completed and submitted within 30 days of procurement and shall
document the nature, chronicity and severity of the disorder, DSM IV diagnosis, and
recommendations including medication, utilizing the attached Emotional Behavioral Assessment
Annual Update/ Psychiatric Medication Evaluation. (See Appendix A-16.)

Hawaii licensed physician and privileged through the provider’s credentialing and privileging
process to render diagnostic services;

Board Certified Child and Adolescent Psychiatry; or

APRN (See Glossary ) who is working under the supervision of a licensed physician or psychiatrist
meeting standards above.

Page 104
School Based Behavioral Health Services Performance Standards
Psychiatric Medication Evaluation




INTERAGENCY PERFORMANCE STANDARDS AND PRACTICE GUIDELINES

3.

MEDICATION MANAGEMENT:

Service Description

The ongoing assessment of the student’s response to medication,
symptom management, side effects, and adjustment in medication
or dosage.

Services Offered

Medication Management shall include all of the following:

1.
2.

No o

Assess the student’s ongoing need for medication;
Determine overt physiological effects related to the
medications used in the treatment of the student’s
psychiatric condition, including side effects;

Consult with parent and school regarding behavioral effects
of medication;

Determine psychological effects of medications used in the
treatment of the student’s psychiatric condition;

Monitor compliance with prescription medication;

Renew prescriptions;

Documentation of informed consent, including a signed
description of potential benefits and possible side effects of
the prescribed medication, must be placed in the record
prior to initiation of medication. The consent must be signed
and dated by the student’s parent/legal guardian; and
Submit the written Psychiatric Medication Management
Progress Note (See Appendix A-17 and Documentation
section below).

Target Population To Be
Served

Students who are eligible for services described must meet the
following criteria:

1.

2.

The student has a disability described in HAR Section
8-56-16 to 8-56-29 OR HAR Sections 8-53-1 to 8-53-38;
The student has an Individualized Educational Plan;
developed under criteria described in HAR Chapter 56, that
is, a student is eligible for services under HAR Chapter 56
criteria and the student needs special education and
related services because of the disability described in
paragraph (1) above; or
The student has a Modification Plan developed under
criteria described in HAR Chapter 53, that is, a student is
eligible for services under HAR Chapter 53 criteria and the
student needs a modification plan and related services
because of having a disability described in paragraph (1)
above;
The student resides in the State and comes within the
following age range: (a) at least three years of age or (b)
under twenty years on the first instructional day of the
school year as set forth by the Department of Education;
and
The student is currently exhibiting moderate to severe
social, communication, emotional or behavioral deficits and
is in need of behavioral or mental health services, in order
to benefit from his/her free and appropriate public
education.
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Referral Criteria

DOE Standards of Practice (SOP) (Appendix A-5h) have been
followed and based on the findings of the psychiatric evaluation,
emotional/behavioral assessment and other educational data, the
physician, psychiatrist, or APRN has determined:

1. The student needs prescription and administration of
medication to augment IEP/MP related behavioral/mental
health services to address behavioral/mental health needs;
and

2. The student needs prescription and administration of
medication to treat an emotional-behavioral condition to
prevent the need for a more restrictive or intensive service
level; and

3. The student requires ongoing monitoring for effectiveness
and adverse reactions to medications and for the renewing
of prescriptions at frequencies consistent with accepted
practice.

Verification of Service
Session

DOE Standards of Practice (SOP) (Appendix A-5h) and
Procurement Procedures (PP) have been followed.

Prior authorization via a completed procurement work order
is required quarterly.

Prior procurement by DOE is required:

1. Ongoing medication management requires discussion
between the provider and the school personnel regarding
the student’s adjustment;

2. Authorization guidelines are as follows:

a. DOE contemplates that the average session will take
three (3) units to complete. Medication management is
limited to 12 units per an episode;

b. Medication management occurs at least monthly during
the first three (3) months of initiation of any medication
(and may occur more frequently if so documented by
the treating physician); and

c. At least, quarterly once the provider and the school
document that the medications are effectively regulating
the emotional-behavioral condition.

3. Provision of this service must be of a time-limited basis and
based on evidence based instructional interventions
conducive to reasonably achieving educational benefit;

4.  Additional units may be requested by the provider via the
submittal of written specific justification of need. Written
authorization must be obtained from the appropriate DOE
District Educational Specialist.

Maximum Billable: Limited to actual units utilized.
(1 unit = 5 minutes, 12 units = 1 hour)
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Verification of Service
Session

Service session is complete when the DOE specified
Psychiatric Medication Monitoring Progress Note is placed
within the student’s agency record, with a copy sent to the
IEP/MP care coordinator, within twenty (24) hours of the
date of service;

AND
The provider has completed the Service Verification Form
See Appendix A-21).

Exit Criteria

The student’s condition has stabilized and the symptoms
have reduced in frequency and severity and medication has
been discontinued;

The student and family no longer desire;
psychopharmacological interventions and have withdrawn
consent; or

The IEP/MP team determines the student no longer meets
relevant eligibility criteria. As part of the transition, the
physician will transfer the student to appropriate treatment
services in the least disruptive manner possible, in a
collaborative and coordinated manner.

Staffing Requirements:
Hawaii licensed physician and privileged through the provider’s credentialing and privileging

1.

2.
3.

process to render diagnostic services;

Board Certified Child and Adolescent Psychiatry; or
APRN (See Glossary) who is working under the supervision of a licensed physician or psychiatrist

meeting standards above.

Documentation:
Progress note must be placed within the student’s agency record, with a copy sent to the IEP/MP care
coordinator, within twenty-four (24) hours of the date of service, to include:

arwnhpE

o

Name of student,

Date and actual time the services were rendered,

Place of service,

Dosage and intervals when medication is to be administered,
Side effects or adverse reactions that the student should be monitored for and the side effects or

adverse reactions,

Conditions in which the student is refusing or unable to take medications as ordered or if the
student is compliant in taking medications as prescribed, AND

Whether the medication is effectively controlling symptoms utilizing the Psychiatric Medication
Management Progress Note. (See Appendix A-17.)
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H.

INTENSIVE LEARNING CENTERS

Service Description

An Intensive Learning Center is a program with a structured
educational and therapeutic milieu with integrated educational and
behavioral health services for students experiencing serious
emotional/behavioral disturbances that interfere with their ability to
function in a structured school classroom and places them at risk
for more restrictive placements. The program will be a twelve (12)
month program lasting at least six (6) hours per day, five (5) days a
week, excluding observed DOE, State and Federal holidays.
Educational components will be broad enough to meet each
student’s unique educational needs according to the IEP/MP
goals/objectives.

The intensity of the educational program in this setting will be
sufficient to meet the student’s needs without an extension of the
school day, however, services must be available to accommodate
any student with a need of extended school day/year programming
should the IEP/MP team deem it necessary.

Services Offered

Intensive Learning Centers shall include all of the following:
1. Specialized educational programming to address deficits in
reading fluency and comprehension;
2. Specially designed standards-based instruction to address
the student’s academic needs;

Related services as required in student’s IEP/MP;

Functional Behavioral Assessment/Behavioral Support Plan

reviewed at least quarterly;

Evidence based individual/group interventions;

Parent education/training;

Medication Management, if needed;

Long term and discharge transition planning:

a. Ifthe ILC is contracted, transportation to and from
program site may be provided by the contracted
provider. However, mid-day transportation needs must
be provided by the contracted provider;

b. Participation in internal reviews or service testing;

9.  All curriculum and instructional materials and equipment,
such as desks, computers and classroom supplies needed
to implement the student’s IEP/MP;

10. Lunches and snhacks which follow federally accepted
nutritional guidelines; and

11. Ifthe ILC is contracted, transportation to and from program
site may be provided by the contracted provider. However,
mid-day transportation needs must be provided by the
contracted provider.

W

©~No !

Referral Criteria

DOE Standards of Practice (SOP) (Appendix A-5j) have been
followed and the IEP/MP team has determined that:

1. The student has or is suspected of having a disability
described in HAR Section 8-56-16 to 8-56-29 OR HAR
Sections 8-53-1 to 8-53-38;
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The student has an Individualized Educational Plan
developed under criteria described in HAR Chapter 56, that
is, a student is eligible for services under HAR Chapter 56
criteria and the student needs special education and related
services because of the disability described in paragraph (1)
above; or

The student has a Modification Plan developed under
criteria described in HAR Chapter 53, that is, a student is
eligible for services under HAR Chapter 53 criteria and the
student needs a modification plan and related services
because of having a disability described in paragraph (1)
above; and

The student resides in the State and comes within the
following age range: (a) at least three years of age and (b)
under 20 years on the first instructional day of the school
year as set forth by the Department of Education; and

The student is currently exhibiting severe social, emotional
and behavioral deficits and is in need of behavioral or
mental health services, as delineated in the IEP/MP goals
and objectives, in order to benefit from his/her free and
appropriate public education; and

The student by the nature and severity of his/her disability
requires unique and intensive educational programming;
and

The student is identified by their IEP/MP team as requiring
highly specialized educational placement in a more
restrictive setting beyond those usually available on a public
school campus.

Authorization

DOE Standards of Practice (SOP) (Appendix A-5j) have been
followed, and if procured, Procurement Procedures (PP) have
been followed with integrity and the IEP/MP team agrees that child
is at risk for a more restrictive placement.

The program will be a twelve (12) month program lasting at least
six (6) hours per day, five (5) days a week, excluding observed
DOE, State and Federal holidays.

Continuing placement is dependent on IEP/MP team agreement
based on on-going progress monitoring data.

Monitoring Student
Progress

The program staff shall:

1.

Collect daily data on each IEP/MP goal being addressed on
that day. Licensed/certified program staff will aggregate and
analyze the student’s data and will provide written progress
reports to student’s IEP/MP care coordinator two weeks
before the end of the quarter.

Maintain and keep record of monthly communication with
the school and/or district staff re: status of student.
Schedule and convene quarterly meetings to review student
status. Program staff will be responsible to invite DOE
personnel such as the student’'s IEP/MP care coordinator,

Page 109

School Based Behavioral Health Services Performance Standards

Intensive Learning Centers




INTERAGENCY PERFORMANCE STANDARDS AND PRACTICE GUIDELINES

SPED and regular education teachers as appropriate,
school administrator, other involved and appropriate agency
staff, and student’s parent if appropriate to each meeting.
Cost accrued for these meetings are included as part of the
program.

4. Participate in a progress report meeting that will include
parents and school representatives. The review will address
at least the following:

Success of interventions;

Anticipated alterations in interventions;

Additional services;

Interface with non-program provided interventions

Long term view transition planning; and

All agencies must participate in at least annually, and

frequently quarterly contract monitoring. All

documentation and all student records must be made
available upon request by the DOE or for audits
scheduled by DOE;

5. Track outcome measure, at a minimum, to include quarterly
completion of BASC-2 Student Observation System (SOS)
in the setting of greatest difficulty, as well as, this data.
Data shall be incorporated into the SBBH Quarterly
Progress Report. The provider shall incorporate the
contents of the SBBH quatrterly report into the ISPED (or
other designated database) quarterly progress report.

~P Q20T

Transitions/Exits Transitions shall occur in accordance with the following steps:

1. The IEP/MP team has met, reviewed student progress and
determined that the exit criteria are met.

2. The IEP/MP team reviewed the IEP/MP and revised it as

needed.

The IEP/MP team determined the placement should change.

The program staff and DOE personnel collaboratively

developed a transition plan to support the student’s success

in the less restrictive environment.

hw

There shall be NO exit without an IEP/MP change of placement
decision.

Service Exclusions ILC shall not be offered at the same time as Hospital-Based
Residential Services, Community-Based Residential.

Staffing Requirements:

1. Qualified multidisciplinary staffing is available to address all educational, vocational, behavioral
and emotional needs of the students.

2. The teacher must be licensed in Special Education. At a minimum, the teacher should have
knowledge of and experience in educating students who exhibit severe social, emotional and
behavioral deficits.
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Licensed related service providers in areas to include (but not limited to) Speech/ Language
Pathologist, Occupational Therapists and others as identified in the IEP are available.
All paraprofessional staff must meet NCLB requirements.
a. Option 1 - 48 credits

e  Credits must be 100 level or higher in any subject area.

e If earned after June 30, 2003, credits must include 3 credits in Math and 3 credits in

English.

e Must be earned from a regionally accredited institution.

e Agencies must have all transcripts on file.
b. Option 2 - Associate’s Degree

e Degree must be earned with 100 level or higher courses.

o For employees who earned a degree prior to January 8, 2002, the degree may include

less than 100 level courses.

e Must be earned from a regionally accredited institution.

e Agencies must have all transcripts on file.
C. Option 3 — DOE compliance

e Has met NCLB requirements under DOE guidelines and training.
Adequate staff to student ratio must be provided at all times to ensure safety for all activities and
takes into consideration student characteristics. This is the total responsibility of the ILC program.
Additional staff will not be provided by DOE.
Staff is available to ensure student safety for early arriving or late departing students.
To ensure appropriate family involvement, the agency (if contracted) is responsible for locating
and providing interpreters for families whose limited English proficiency or mode of communication
would inhibit their ability to meaningfully participate in the student’s education.
All contract providers and agency staff members providing direct services must have attended,
and have documented to the effect that he or she has completed at least forty (40) hours of
annual professional development. Such professional development must be directly related to his
or her work responsibilities.

a. Within the required forty hours of professional development, all contract providers and
agency staff members must have at least forty (40) hours of basic training including, but not
limited to, crisis field assessment and intervention, suicide assessment, risk assessment,
clinical protocols, documentation, and knowledge of community resources, as well as
training regarding court processes and legal documents relative to emergency procedures,
plus specific legal issues governing informed consents. Such basic training must be
completed prior to performing crisis outreach services.

b. All contract providers and agency staff members providing direct services must have at least
twenty-four (24) hours of orientation completed before beginning service delivery. The
consisted use of twenty-four (24) hours of orientation shall include:

o |IDEA and HAR Chapter 56 requirements, including procedures and eligibility criteria;

o Family Educational Rights and Privacy Act and HAR Chapter 34 requirements;

¢ Anunderstanding of educationally relevant interventions and recommendations related
to the target population; and

e Anunderstanding of applicable contract requirements.

These twenty-four (24) hours can be applied towards the forty (40) hours of ongoing professional
development required for the year
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Service Operations:
1. Referral and Intervention Planning:

a.

b.

Program staff will be available to meet with school teams for consultation and information
sharing.

Programs will accept students identified by Individualized Education Program/Modification
Plan teams as meeting entrance requirements, with a no-rejection policy. The IEP/MP
team will make any change in program and/or placement.

For Section 504 students, placement in the program should be temporary, term-limited
intervention, with the goal of providing FAPE on a regular school campus, to allow
appropriate access to the general education learning environment. Any placement
decisions should be supported by a plan to transition the student back to a general
education setting as soon as is appropriate.

Program staff will collaborate with DOE to develop an appropriate transition plan for
entry/exit into the program no longer than a week after placement determination is made.
At the same time, base line data will be reviewed and exit criteria determining student
transition back to a less restrictive environment will be quantified. (Note: baseline student
level data will at a minimum include the BASC-2.)

All referral materials, including functional behavior assessment and IEP/MP/behavior
support plans will be reviewed with all staff expected to be involved in instruction or service
provision.

Following student absences of three (3) consecutive days, program will contact student’s
family and document the reason for non-attendance. Program will contact student’s home
school to supply dates of absences and reasons. Prior to the 11™ day that the student will
be absent (cumulative per school year) program will notify student’s home school and
school administrator will determine if an IEP/MP meeting to review educational placement
is needed.

When disciplining or suspending a student, program staff will follow Chapter 19 and
Chapter 56 guidelines and report each occurrence to the respective school administrator
and to the appropriate District Educational Specialist within twenty-four (24) hours.

2. Program Contents: Will be designed to address IEP/MP goals and objectives as well as specific
referral concerns:

a.

Academic Instruction

i. The program will implement the student’s IEP/MP.

il. The program will provide formative, remedial, or specialized instruction in reading to
all students reading below grade level. In the event that a student’s IEP/MP does not
identify reading goals and objectives, they will be developed in collaboration with
student IEP/MP team.

iii. The program will provide all educational information to the home school upon
student’s return so that all credits can be issued.

iv. State-wide assessments will be administered by DOE personnel at the program site
within the testing window time frame, for each student in a benchmark year.
V. A standardized annual reading comprehension assessment will be completed by

DOE personnel at the program site at least 90 days prior to each student’s annual
IEP/MP due date.

Vi. Educational services shall be consistent with the Hawaii Content and Performance
Standards Il relevant to the ACCN credit desired. Documentation of the number of
hours of instruction by course shall be available to the appropriate DOE school upon
transition planning to assist in granting of academic credit to and the proper
placement of the student.

Vii. The program will hire and supervise its own educational staff, including certified
special education teachers, related service personnel, and educational assistants.
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b. Positive Behavioral Support

i. Establish a classroom climate of “positive behavioral support” so that students
achieve clearly delineated behavioral goals and objectives. The support program will
be based upon a functional behavioral assessment including all behaviors
necessitating an intervention of this restrictive nature, resulting in a behavioral
support plan (BSP).

il. The following forms of discipline are prohibited:

1. Degrading punishment;

2. Corporal or other physical punishment;

3. Forced physical exercise solely for the purpose of eliminating behavior rather

than for instructive or athletic value;
Punitive work assignments;

Group punishment for individual behavior;
Medication for the purpose of punishment;
Extended isolation of the student;
Deprivation of student rights or needs;

. Painful aversive stimuli;

10. Use of seclusion or mechanical restraints;

11. Use of any locked facilities; and

12. The administration of noxious substances.

c. Medication and Medical Emergencies

i. The program is prepared to deal effectively with injuries, accidents, and illnesses and
other medical and behavioral crises, as follows:

1. Procedures for handling such situations have been developed in consultation
with a health professional to protect the served students;

2. Personnel involved in direct care are trained in basic first aid and retrained
every three years;

3. Personnel receive training in the identification of abuse and neglect and in
mandated reporting requirements;

4. One staff on duty is trained and currently certified in cardio-pulmonary
resuscitation;

5. Telephone, first aid supplies and manuals are readily available;

6. Individual case records contain the names of family physician, clinic or hospital
used in emergencies, and written authorization from the parent/legal guardian
for emergency care; and

7. Individual student records, including crisis management plans, are reviewed
with all staff that interacts with applicable students.

ii. Establish emergency procedures and has either a licensed physician available on-
call during its hours of operation or has formal arrangements for emergency services
with a nearby primary health care facility.

ili. Promptly report any serious accident, emergency, or dangerous situation in writing to
appropriate authorities. School staff will follow all mandated reporting of instances of
suspected abuse. All reports would be sent to the respective school administrator
and to the appropriate District Educational Specialist, utilizing the Sentinel Event /
Incident Notification for DOE Contracted Providers form in Appendix A-20.

iv. The program assists student taking medications and establishes controls governing
proper assistance and storage which include all of the following:

1. Locked storage with supervision and access by only those staff trained and
authorized;

2. Proper labeling, with name of student, dosage, name of medication, and name
of prescribing physician;

S
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3. Destruction of out-of-date medication; and
4. Proper disposal of unused medication, syringes, and medical waste.
5. Provides for a safe physical environment.

d. Interventions

i. Evidence based interventions will be the primary mode of service delivery used to
address student specific needs.

il. If non-traditional interventions are used, a process to determine the appropriateness
and effectiveness must be documented and available to school IEP/MP teams.

iii. Substance abuse treatment by appropriately credentialed staff will be available to
students requiring such an intervention.

iv. Agency will provide any and all IDEA required related services, including but not
limited to occupational therapy, physical therapy, speech, and transportation. In the
event of a missed session of any IDEA required related service, please refer to the
Procedures on Documenting Provision of Related Services document.

Documentation

1.

ILC staff shall input information into the ISPED (or other designated database) modules such as:
1) IEP/MP; 2) Visit Record; and 3) Progress Report and other modules that DOE may require. For
any event in which work was done with the student, a visit record must be entered into ISPED (or
other designated database) within 24 hours of its occurrence.

ILC staff shall provide written quarterly progress summary reports to the home school, utilizing the
prescribed DOE format. Quarterly is defined in terms of the school year. The report must be
submitted two weeks before the end of the quarter. Additionally, a report is due at the end of each
ESY period for students who are eligible for this service during the ESY period. This will be
subject to the use of ISPED, or another designated reporting system specified by the DOE.

A Student Service Plan shall be developed to include the student’'s IEP/MP goals/objectives, and
all SBBH related sections of the Behavioral Support Plan. Additional plans specific to the
individual provider’s services to the student which are necessary to provide effective counseling
and other SBBH services to address the student’s goals and objectives should also be included.
Contracted providers are required to utilize the specified Student Service Plan. See Appendix
A-22. DOE employees shall ensure that the student has a service plan that includes all
components of the Student Service Plan and may utilize the same or similar form.

ILC staff shall Input report data into ISPED (or other designated database) and the SBBH
supplemental database systems. Data to be inputted includes assessment data and other
required data. By the 5" day of every calendar month, input required data into ISPED (or other
designated database) and the SBBH supplemental database, reporting on end-of-month student
status, as well as student progress and service activities over the entire month. If the 5" day falls
on a weekend or holiday, data input will be due on the preceding school day.

Data entry into ISPED (or other designated database) (along with applicable requirements within
each service activity) must be completed before invoice submission and payment.
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PROGRAM REPORT REQ’D ISPED HARD COPY
Intensive Learning Quarterly Progress yes yes
Center Reports
SBBH Student no yes
Service Plan
Behavioral Support no yes
Plan

ISPED (or other designated database) vs HARD COPY FORMATS:

1.

ILC staff must submit documentation and evidence of policies and procedures regarding sentinel
events and incidents. At a minimum, these policies should address (1) how the program will notify
the respective school administrator and the appropriate District Educational Specialist within 24
hours by fax or phone and in writing within 72 hours of any event that compromises the safety of a
student; (2) how the program tracks the occurrence of all sentinel events and incidents to identify
trends and patterns in order to implement improvements; and (3) a complete analysis of the event
as well as actions taken to address the event.

ILC staff must submit documentation and evidence of policies and procedures regarding the use
of restraints to SBBH DES.

The DOE reserves the right to evaluate the program/service delivery for program monitoring
purposes on an annual basis, at a minimum, through either an on-site evaluation or a
documentation review.
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INTENSIVE SERVICES

INTENSIVE INSTRUCTIONAL SERVICES CONSULTATION:

Department of Education (DOE) personnel, to include but not limited to: Special Education
Teachers, Special Education Resource Teachers, Behavioral Specialists and Speech Language
Pathologists are deemed qualified to provide the following services. When the DOE does not
have the personnel capacity to provide the following services the DOE will then contract using

the following criteria:

Service Description

The purpose of Intensive Instructional Services Consultation is to:
e Lead and direct the activities of paraprofessionals when
DOE personnel is unavailable to do so; or
e Lead and direct the activities of paraprofessionals working
with a group when DOE personnel are unavailable to do so.

The procurement of an Intensive Instructional Services Consultant
(IISC) should be considered an intensive intervention. Its primary
expectation is to design strategies that will promote growth toward
meeting identified educational goals of a student with a
combination of severe social, communication and behavioral
deficits. Itis a requirement that the 1ISC is established as a
professional and be fully competent in their ability to implement this
service through the credentialing, training, or oversight by the
agency. IISCs must understand how to support differentiated
curricula adapted to the social, communicative and behavioral
needs of students. At a minimum, an [ISC should have knowledge
of, and experience, using evidence based instructional
interventions including but not limited to applied behavioral
analysis principles, discrete trial teaching, functional visual
communication systems, structured teaching approaches and
typical child development. Any additional training or consultative
support needed by an IISC to support an individual student will be
available from the agency’s supervisory and training infrastructure
and shall be provided by the agency as an included cost of the
service and provided prior to the IISC beginning work activities.

Services Offered

Any IISC shall work collaboratively with the classroom teacher and
all other members of a student’s educational team.

The 11ISC will contact the teacher to collaborate in developing the
service plan within one week of procurement. The provider will
submit the service plan to the teacher within two weeks of
procurement. See Student Service Plan in the Appendix A-22.

As many students exhibiting a combination of severe social,
communication and behavioral deficits require accommodations for
access to their educational curriculum, 11ISCs may be required to
develop schedules, work systems, visual cues, communication
books and other accommodations to promote access to the
curriculum. This is to be considered an included cost of the
service.
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A. Lead and Direct a Paraprofessional (Individual student
support)

After collaboration with the classroom teacher, the 1ISC will
develop a written service plan that details the skills to be
reinforced, the instructional strategies to be utilized across
domains and the data management strategy to be implemented on
a day-to-day basis. The service plan must detail how skills taught
by DOE professional personnel would be reinforced and
generalized. The service plan must follow the IEP/MP goals and
objectives as identified by the DOE. If there is a difference of
opinion about the service plan, the classroom teacher has the final
determination. Monitoring of progress on the plan must be
coordinated with the classroom teacher as an ongoing consultative
process which includes meetings with the appropriate school
personnel to discuss specific issues/interventions related to
student performance. The amount of service will be limited to the
hours outlined in the IEP/MP. The need for this service under this
contract will be generated upon DOE request and may transfer to
DOE personnel as the resources become available.

Due to the restrictive nature of individual student support, it is
anticipated that this service focuses on increasing student’s ability
to access educational supports in a group setting as quickly as is
appropriate for the student.

B. Lead and Direct a Paraprofessional

If the IISC is leading and directing a paraprofessional(s) working
with a group of students, the 1ISC will develop a service plan that
will identify how the group activities will address each student’s
identified individual IEP/MP goals and objectives as an extension
of the activities that are initiated in the DOE program. For
example:

On Tues. students will play a board game and make popcorn.

Student A and B will work on turn taking.

Student C and D will work on initiating peer interactions.

“Would you like some pop corn?” “Your turn,” “My turn,” etc.

The group service plan will detail the skills to be reinforced, the
instructional strategies to be utilized and the data management
strategy to be implemented on a day-to-day basis (See Appendix
A-22). Data will be kept on each goal and objective worked on
during the group session for each student. Activities will be
appropriate to the student’s age and developmental level. Groups
will be made up of students who are age and developmentally
compatible. Monitoring of progress on the plan must be
coordinated with the classroom teacher as an ongoing consultative
process which includes meetings with the appropriate school
personnel to discuss specific issues/interventions related to
student performance.
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C. Guidelines for IISC Leading and Directing
Paraprofessional(s) Individual and Group Settings:

The functions of the 1ISC are to develop a service plan, to ensure
that data collection is completed and to coordinate with the DOE
team.

For IISC individual and group, the service plan will be implemented
by a paraprofessional and monitored by the 1ISC or designated
DOE personnel. If necessary, the IISC will provide direct
instruction/training to the paraprofessional in the implementation of
the service plan. It is expected that this training will include
intermittent observation of the paraprofessional while implementing
the plan with the student. The IISC must provide direction to the
paraprofessional personnel over the course of the intervention.
The IISC must meet at least one hour a month with the
paraprofessionals for client specific group supervision. Case
reviews must be a part of this supervision hour.

If the IISC has concerns about the direction from the classroom
teacher, the 1ISC is to inform their agency supervisor who shall first
bring the matter to the school administrator. Should the matter be
unresolved at the school level, the agency supervisor shall contact
the appropriate District Educational Specialist.

For any of the services listed above, the provider must deliver the
service in the time and frequency identified in the IEP/MP (e.g., do
not provide all authorized contact hours for the month in one
session at the end of the month, unless this arrangement is
specified in the IEP/MP). Any missed hours by the ISC will be
reported to the school administrator or designee. See Section 5,
Attachment G.

The 1ISC will monitor the data gathered on the student’s progress
toward (or lack thereof) on the specified IEP/MP goals and
objectives. The IISC will evaluate the data with the classroom
teacher to determine necessary instructional modifications.
Monitoring of progress on the plan must be coordinated with the
classroom teacher as an ongoing consultative process which
includes meetings with the appropriate school personnel to discuss
specific issues/interventions related to student performance. The
amount of service will be limited to the hours outlined in the
IEP/MP. The need for this service under this contract will be
generated upon DOE request and may transfer to DOE personnel
at the discretion of the DOE.

Progress towards the IEP/MP goals and objectives is expected to
result in a shift in support to promote independence and a
reduction in the need for these services. Lack of student progress
will be discussed with the classroom teacher. The IISC, in
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collaboration with the classroom teacher, will revise the service
plan to promote progress.

[ISC providers must have the ability to deliver services in various
environments, such as schools, homes (birth, kin, adoption, and
foster), community, homeless shelters, street locations, etc.

Services should be delivered in a setting determined by the DOE.
This may occur at the school, student’s home, or at a site in the
student’'s home community as identified by the team. Sites will be
appropriate to the student’s age and developmental level. The
provider must integrate this service with other agencies, and other
DOE contracted providers.

Should interventions occur outside of school, they must provide
repetition and generalization of skills learned in the classroom. For
all services provided in private homes, a parent, guardian or
caregiver (must be at least 18 years of age) will be present for the
duration of the session. An IISC, ST or any other DOE contracted
provider is not considered a parent, guardian or caregiver.

Under the terms and conditions of this RFP, the DOE will not pay
an agency for transportation costs or reimbursement for mileage.

Teaming and collaboration among all instructional team members
is critical in the development and implementation of appropriate
educational services for a student such as those that are exhibiting
a combination of severe social, communication and behavioral
deficits. To that extent, it is a recommendation that the
paraprofessional and IISC be affiliated with the same provider
agency, if both services are being procured. This is to help ensure
clear communication and coordination between these two services.
In the event that it is not possible to meet the instructional needs of
a student via one provider agency, the School Administrator will
identify the roles of all parties. If there are paraprofessionals from
multiple agencies, the 1ISC is responsible for communicating with
each of the paraprofessional’s supervisors.

The agency shall adopt and implement policies and procedures
that govern the provision of services in natural settings and
document that it respects students’ and/or families’ right to privacy
when services are provided in these settings. The DOE shall have
the right to inspect and approve these policies. The agencies
records relating to students under this contract are governed under
FERPA. The documents and records held by the agency for
students serviced under this contract are the property of DOE.

If the DOE requires the IISC to attend an IEP/MP meeting for
the student, authorization must come from a DOE
administrator affiliated with the IEP/MP team and be billed
under Educational Team Planning Participation.
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Authorization

DOE Standards of Practice (SOP) have been followed, and if
procured, Procurement Procedures (PP) have been followed.

1. The following activities are to be considered billable events:

Leading and directing the activities of the
paraprofessional when DOE personnel is unavailable to
do so; and/or

Leading and directing the activities of
paraprofessional(s) working with a group when DOE
personnel are unavailable.

All hours billable in the above activities will be per the
student’s IEP/MP.

2. The following activities are not considered to be billable
events:

Phone contact for the purposes of IISC service;
Scheduling consultation hours;

Missed hours;

Travel time;

Unscheduled, anecdotal conversations, even if it is
student centered;

Unauthorized hours, hours outside of the IEP/MP
designated hours or retroactive hours;

Any team meeting at which the DOE has not
requested or required providers attendance;

Any team meeting in which DOE is not present;
Any activity that is not educationally related and
specifically addresses targeted IEP/MP goals and
objectives;

Consultation about or leading and directing
paraprofessionals in any methodology that is not
evidence based to address severe social,
communicative and behavioral deficits and not
developmentally appropriate;

Corrections to reports or documents that the DOE
identified as inadequate;

Documentation associated with consultation and
leading and directing paraprofessionals;

Activities such as the development/adjusting of the
service plan; collecting, aggregating and analyzing
data; preparing quarterly progress reports; or
developing/preparing materials; and

Specific skill building for the paraprofessional, such as
exposure to specific methodology needed to support a
student. This is part of the agency’s training
responsibility that must be completed prior to the
paraprofessional being assigned to a child.
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Referral Criteria

The DOE determines the following:

e The DOE does not have the capacity to lead and direct the
activities of a paraprofessional working with an individual
student; or

e The DOE does not have the capacity to lead and direct the
activities of paraprofessional(s) working with a group.

For Section 504 students, intensive services should be temporary,
term-limited intervention, with the goal of providing FAPE on a
regular school campus, to allow appropriate access to the general
education learning environment. Any intensive service provision
should be supported by a plan to transition student back to a
general education setting as soon as is appropriate.

Completion of Service

1. DOE determines the service of the provider is no longer
necessary; and/or

2. The student has met the objectives identified at the initiation
of the service; and/or

3. The student has reached mastery level on their IEP/MP
goals and objectives identified for this service; and/or

4. The student has not made measurable gains for one or
more quarters of this service provision; and/or

5. The student’s IEP/MP team determined that the provision of
this service is no longer needed.

Staffing Requirements:
Skills Trainers must receive a minimum of one hour of client-specific group supervision each
month. Case reviews must be a part of each supervision hour.

At a minimum, Skills Trainer must have a two-year degree from an accredited university or
institution of higher learning or meet Federal No Child Left Behind (NCLB) requirements. Any
additional training should be available from the agency’s supervisory and training infrastructure.
NCLB requirements are:

1.

a.

Option 1 - 48 credits

e Credits must be 100 level or higher in any subject area.
e |f earned after June 30, 2003, credits must include 3 credits in Math and 3 credits in

English.

e Must be earned from a regionally accredited institution.

e Agencies must have all transcripts on file.

Option 2 - Associate’s Degree

e Degree must be earned with 100 level or higher courses.

o For employees who earned a degree prior to January 8, 2002, the degree may include
less than 100 level courses.

e Must be earned from a regionally accredited institution.

e Agencies must have all transcripts on file.

Option 3 — DOE compliance

e Has met NCLB requirements under DOE guidelines and training.
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Provider agencies will be responsible for providing replacement staff for absences or vacations
of the assigned skills trainer(s). It is expected that a pool of substitutes will be maintained to
ensure continuity of service delivery. Failure to provide a replacement Skills Trainer either on a
temporary or permanent basis shall be documented and may impact future contract awards.

Documentation

1.

Prior to initial service contact, the Skills Trainer should have the service plan provided by the
classroom teacher. In the case where the Skills Trainer has no contact with the classroom
teacher, the 1ISC will provide the service plan to the Skills Trainer. It will also include a plan to
monitor progress and will describe the level and intensity that will be provided by the Skills Trainer
as well as the proposed plan to adjust the levels and intensity of assistance provided by the Skills
Trainer.

Skills Trainers will collect daily data on each IEP/MP goal and objective for which the Skills Trainer
is responsible for implementing on that day. This data must relate to the directions set forth in the
service plan. The Skills Trainer will give the data to the classroom teacher or the IISC, if procured,
on a weekly basis or as otherwise arranged. No additional time may be billed for corrections. In
the event that the Skills Trainers has no contact with the classroom teacher, the [ISC is
responsible for getting the data to the classroom teacher on a weekly basis.
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PARENT EDUCATION/TRAINING

Department of Education (DOE) personnel, to include but not limited to: Special Education
Teachers, Special Education Resource Teachers, Behavioral Specialists and Speech Language
Pathologists are deemed qualified to provide the following services. When the DOE does not
have the personnel capacity to provide the following services the DOE will then contract using

the following criteria:

Service Description

The purpose of Parent Education/Training is to educate parents or
legal guardians (with whom the student resides) in understanding
the special needs of their child who is exhibiting severe social,
communication, and behavioral deficits, and help parents to
acquire and practice the skills that will allow them to support
educational progress. Topics of instruction may include, but are
not limited to information related to their child’s disability and
related diagnosis; techniques to address behavioral issues;
information about evidence based strategies.

Services Offered

Provision of this service must be of a time-limited basis and
promote success in helping parents acquire the skills to support
their student’s educational progress. A parent training plan will be
developed by DOE personnel or the parent trainer in collaboration
with the classroom teacher based on topics that address the
training needs of the parent as identified by the IEP/MP team. Data
will be kept as to the progress made by parent receiving Parent
Education/Training at each session.

The intent of this service is to enable the parent to help support
their child’s educational progress. The provider shall provide the
service in the time and frequency identified in the IEP/MP (e.g., do
not provide all authorized contact hours for the month in one
session at the end of the month, unless this arrangement is
specified in the IEP/MP). The parent’s inability to acquire the skills
or knowledge or lack of participation will result in the IEP/MP team
revisiting the need for this service.

It is an expectation that contact be made with the school to
develop the parent training plan within one week of procurement.
After the training plan is developed, the parent trainer will contact
parent to initiate services. This inception date of services may be
delayed as an accommaodation to the parent, however, the provider
must provide notice to the DOE employee requesting the services
in writing, e-mail is acceptable.

Services are available to parents within the typical workday as well
as in the evening.

This service should be delivered in a setting determined by the
DOE. This may occur at the student’s school, home, or other site
as identified by the team. The provider should be able to integrate
this service with other services, school, agencies, and other DOE
contracted providers.
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Under the terms and conditions of this RFP, the DOE will not pay
an agency for transportation costs including reimbursement for
mileage.

The agency shall adopt and implement policies and procedures
that govern the provision of services in natural settings and
documents that it respects students’ and/or families’ right to
privacy when services are provided in these settings. The DOE
shall have the right to inspect these policies. Educational records
are governed under FERPA,; these documents are the property of
DOE.

Authorization DOE Standards of Practice (SOP) (Appendix A-5e) have been

followed, and if procured, Procurement Procedures (PP) have
been followed.

A billable event consists of face-to-face contact with persons who
are the recipient of the training. Any reporting or documentary
requirements should be considered an included cost. Phone
contact should not be considered a billable event. Absence of the
training report will be constructive proof that the event did not
occur and the amount billed subject to refund.

Referral Criteria 1. Training plan has been implemented and completed; and/or

2. DOE resources are available to provide the service; and/or
3. The IEP/MP team determined that the provision of this
service is no longer needed.

Staffing Requirements:

The agency must provide adequate supervision of a Parent Education/Training provider and shall
minimally consist of two hours per month - one hour of individual and one hour of group
supervision that is to be documented in their personnel file. See definition of “adequate
supervision” on page 2-8.

Supervision of a parent trainer shall consist of case review minimally two hours per month; one
hour of individual and one hour of client-specific group supervision each month that is documented
in their personnel file.

At a minimum, Parent Education/Training providers must possess:

1.

a.

A Doctorate degree in special education, speech and language pathology, occupational
therapy, psychology, psychiatry, and social work and two years direct experience working
with a variety of students who are exhibiting severe social, communication and behavioral
deficits.
OR
A Masters degree in special education, speech and language pathology, occupational
therapy, psychology, or social work and three years of direct experience working with a
variety of students who are exhibiting severe social, communication and behavioral deficits.
OR
A Bachelors degree in special education, speech and language pathology, occupational
therapy, psychology, social work and five years direct experience working with a variety of
students who are exhibiting severe social, communication and behavioral deficits.
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Documentation:

1. Prior to initial service contact, the service provider should have written information provided by
DOE personnel in regards to which specific concepts/skills a parent is receiving training.

2. Parent Training plan must include specific concepts/skills in which training is being provided and
data will be kept on progress or lack of progress in acquiring the specific concepts/skills identified.

3. Atraining report and supporting data is to be provided to IEP/MP CC monthly. See Section 5,
Attachment |. Contracted agencies will be responsible for providing measurable outcome data to
assess the effectiveness of this service. Absence of the training report and data will be
constructive proof that the event did not occur and the amount billed subject to refund.
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J.

SPECIAL SCHOOL

When the Department of Education (DOE) does not have the personnel capacity to provide the
following services the DOE will then contract using the following criteria:

Service Description

The purpose of the Special School is to provide a public separate
facility for students in need of a more restrictive setting than is
usually available on a public school campus. The outcome of a
separate facility placement is to provide the LRE for students who
are unable to receive FAPE on a public school campus yet do not
require a more restrictive setting such as residential or homebound
setting.

There are two basic goals for students who receive their education
at the Special School:

1. Provide an appropriate educational program including all
specially designed instruction and related services so that
the student meets their annual IEP/MP goals and objectives.

2. Provide individualized supports to enable the student to
return to a less restrictive environment.

Services Offered

It is expected that the Special School program will be based on the
Hawaii State Content and Performance Standards Il and best
practice educational and behavioral approaches in educating
students with severe disabilities. The special school curriculum
and methodology will be selected so that it articulates with the
home school educational program. This will ensure smooth
transition in and out of the special school. The special school
supports will adhere to the student’s IEP/MP. Provision of services
is intended to enable the student to meet his/her annual goals and
objectives on the student’s IEP/MP.

1. Referral and Intervention Planning

a. Program staff will be available to meet with school
teams for consultation and information sharing.

b. Programs will accept students identified by IEP/MP
teams as meeting entrance requirements, with a no-
rejection policy. The IEP/MP team will make any
change in program and/or placement.

c. For Section 504 students, placement in the program
should be temporary, tern-limited intervention, with the
goal of providing FAPE on a regular school campus, to
allow appropriate access to the general education
learning environment. Any placement decisions should
be supported by a plan to transition the student back to
a general education setting as soon as is appropriate.

d. Program staff will collaborate with DOE to develop an
appropriate transition plan for entry/exit into the
program no longer than one week after placement
determination is made. At the same time, base line
data will be reviewed and exit criteria determining
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2.

student transition back to a less restrictive environment
will be quantified.

e. All referral materials, including functional behavioral

assessment and IEP/MP behavior support plans will be
reviewed with all staff expected to be involved in
instruction or service provision.

f.  Following student absences of three (3) consecutive
days, program will contact student’s family and
document the reason for non-attendance. Program will
contact student’'s home school to supply dates of
absences and reasons. Prior to the 11" day that the
student will be absent (cumulative per school year)
program will notify student’s home school, and school
administrator will determine if an IEP/MP meeting to
review educational placement is needed.

g. When disciplining or suspending a student, program

staff will follow Chapter 19 and Chapter 56 guidelines
and report each occurrence to the respective school
administrator and appropriate district educational
specialist within 24 hours.
Program contents: Will be designed to address IEP/MP
goals and objectives as well as specific referral concerns
a. Academic instruction

i.  The program will implement the student’s
IEP/MP.

ii. The program will provide specialized instruction in
all academic areas appropriate to the student’s
age and developmental level.

iii. ~ The program will provide all educational
information to the home school upon student’s
return so that all credits can be issued.

iv. Statewide assessments will be administered by
DOE personnel at the special school site within
the testing window time frame, for each student in
a benchmark year.

v. A standardized annual reading comprehension
assessment will be completed by DOE personnel
at the special school site at least 90 days prior to
each student’s annual IEP/MP due date.

vi. Educational services shall be consistent with the
Hawaii Content and Performance Standards Il
relevant to the ACCN credit desired.
Documentation of the number of hours of
instruction by course shall be available to the
appropriate DOE school upon transition planning
to assist in granting of academic credit to and the
proper placement of the student.

vii.  The program will hire and supervise educational
staff, including certified special education
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b.

C.

teachers, related service personnel and educational
assistants.

Positive Behavioral Support

Establish a classroom climate of “positive
behavioral support,” so that students achieve
clearly delineated behavioral goals and
objectives. The support program will be based
upon a functional behavioral assessment
including all behaviors necessitating an
intervention of this restrictive nature, resulting in a
behavioral support plan (BSP).

The following forms of discipline is prohibited:

1. Degrading punishment;

2. Corporal or other physical punishment;

3. Forced physical exercise solely for the
purpose of eliminating behavior rather than
for instructive or athletic value;

4 Punitive work assignments;

5. Group punishment for individual behavior;

6. Medication for the purpose of punishment;

7 Extended isolation of the student;

8 Deprivation of student rights or needs;

9. Painful aversive stimuli;

10. Use of seclusion or mechanical restraints;

11. Use of any locked facilities; and

12. The administration of noxious substances.

Medication and Medical Emergencies

The special school is prepared to deal effectively
with injuries, accidents, and illnesses and other
medical and behavioral crises, as follows:

1. Procedures for handling such situations have
been developed in consultation with a health
professional to protect the served students;

2. Personnel involved in direct care are trained
in basic first aid and retrained every three
years;

3. Personnel receive training in the identification
of abuse and neglect and in mandated
reporting requirements;

4. One staff member on duty is trained and
currently certified in cardio-pulmonary
resuscitation;

5. Telephone, first aid supplies and manuals are
readily available;

6. Individual case records contain the names of
family physician, clinic or hospital used in
emergencies, and written authorization from
the parent/legal guardian for emergency
care; and
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7. Individual student records, including crisis
management plans, are reviewed with all staff
that interacts with applicable students.

ii. Establish emergency procedures and has either a
licensed physician available on-call during its
hours of operation or has formal arrangements for
emergency services with a nearby primary health
care facility.

iii. Promptly report any serious accident, emergency
or dangerous situation in writing to appropriate
authorities. School staff will follow all mandated
reporting of instances of suspected abuse. All
reports will be sent to the respective school
administrator and to the appropriate district
educational specialist (See Appendix A-20).

iv. The Special School assists student taking
medications and establishes controls governing
proper assistance and storage which include all of
the following:

1. Locked storage with supervision and access
by only those staff trained and authorized;

2. Proper labeling, with name of student,
dosage, name of medication, and name of
prescribing physician;

3. Destruction of out-of-date medication; and

4. Proper disposal of unused medication,
syringes, and medical waste.

v. Provides for a safe physical environment.

d. Interventions

i. Evidence based interventions will be the primary
mode of service delivery used to address student
specific needs,

i. Agency will provide any and all IDEA required
related services, including but not limited to
occupational therapy, physical therapy, speech
therapy and transportation except to and from
program. In the event of a missed session of any
IDEA required related service, please refer to the
Procedures on Documenting Provision of Related
Services document.

Monitoring Student
Progress Criteria

1. Special school staff will schedule and complete monthly

meetings for each student to review student status. Special
school staff will be responsible to invite DOE personnel such
as the student’s IEP/MP care coordinator, SPED and
regular education teachers as appropriate, school
administrator, and student’s parent if appropriate to each
meeting. Costs accrued for these meetings are included as
part of the program.
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School staff will collect daily data on each IEP/MP goal
being addressed on that day. Licensed/Certified school
staff will aggregate and analyze the student’s data and will
provide written progress reports to student’'s IEP/MP care
coordinator two weeks before the end of the quarter.

The special school staff will participate in a progress report
meeting that will include the parents and school
representatives. The review will address at least the
following:

a. Specific level of student current functioning

b. Review of data

c. Review of exit criteria

All agencies must participate in at least annually, and
frequently quarterly contract monitoring. All documentation
and all students’ records must be made available upon
request by the DOE or for audits scheduled by DOE.

Authorization

DOE Standards of Practice (Appendix A-5k) and Procurement
Procedures have been completed with integrity and the IEP/MP
team agrees that child is at risk for a more restrictive placement.

The program will be a twelve (12) month program lasting at least
six (6) hours per day, five (5) days a week, excluding observed
DOE, State and Federal holidays.

Continuing placement is dependent on IEP/MP team agreement
based on on-going progress monitoring data.

Referral Criteria

1.

The student has or is suspected of having a disability
described in HAR Section 8-56-16 to 8-56-29 OR HAR
Sections 8-53-1 to 8-53-38;

The student has an Individualized Educational Plan
developed under criteria described in HAR Chapter 56, that
is, a student is eligible for services under HAR Chapter 56
criteria and the student needs special education and related
services because of the disability described in paragraph (1)
above; or

The student has a Modification Plan developed under
criteria described in HAR Chapter 53, that is, a student is
eligible for services under HAR Chapter 53 criteria and the
student needs a modification plan and related services
because of having a disability described in paragraph (1)
above; and

The student resides in the State and comes within the
following age range: (a) at least three years of age and (b)
under 20 years on the first instructional day of the school
year as set forth by the Department of Education; and

The student is currently exhibiting severe social, emotional
and behavioral deficits and is in need of behavioral or
mental health services, as delineated in the IEP/MP goals
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and objectives, in order to benefit from his/her free and
appropriate public education; and

6. The student by the nature and severity of his/her disability
requires unique and intensive educational programming;
and

7.  The student is identified by their IEP/MP team as requiring
highly specialized educational placement beyond those
available on a public school campus.

Transitions/Exit Transitions will occur in accordance with the following steps:

1. The IEP/MP team has met, reviewed student progress and
determined that the exit criteria are met.

2. The IEP/MP team reviewed the IEP/MP and revised it as
needed.

3. The IEP/MP team determined that placement should
change.

4. Special school staff and DOE personnel collaboratively
developed a transition plan to support the student’s success
in the less restrictive environment.

5. There will be no exit without an IEP/MP change of
placement decision.

Staffing Requirements:

Qualified multidisciplinary staffing is available to address all educational, social, behavioral and
communication needs of the students

The teacher is licensed in Special Education with training in educating students who exhibit a
combination of severe social, communication and behavioral deficits. At a minimum the teacher
should have knowledge of and experience using evidence based instructional interventions
including but not limited to applied behavioral analysis principals, discrete trial teaching, functional
visual communication systems, structured teaching approaches, and typical child development.
Licensed related service providers in areas to include (but not limited to): Speech Language
Pathologist, Occupational Therapists and others as identified in the IEP/MP.

All paraprofessional staff must meet NCLB requirements:

1.

2.

a.

Option 1 - 48 credits

e Credits must be 100 level or higher in any subject area.

e |If earned after June 30, 2003, credits must include 3 credits in Math and 3 credits in
English.

e Must be earned from a regionally accredited institution.

e Agencies must have all transcripts on file.
Option 2 - Associate’s Degree

e Degree must be earned with 100 level or higher courses.

e For employees who earned a degree prior to January 8, 2002, the degree may include
less than 100 level courses.

e Must be earned from a regionally accredited institution.

e Agencies must have all transcripts on file.
Option 3 — DOE compliance

e Has met NCLB requirements under DOE guidelines and training.
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Adequate staff to student ratio, defined as not less than 1:6 teacher student ratio with
individualized adult support as identified in student’s IEP/MP is provided at all times to ensure
safety for all activities and takes into consideration student characteristics. This is the total
responsibility of the Special School program. DOE will not provide additional staff.

Staff is available to ensure student safety for early arriving or late departing students.

To ensure appropriate family involvement, the agency is responsible for locating and providing
interpreters for families whose limited English proficiency or mode of communication would inhibit
their ability to meaningfully participate in the student’s education.
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K.

COURT/DUE PROCESS HEARING TESTIMONY

Service Description

Participation in a court hearing or due process hearing at the
request of DOE. This participation is in addition to a State
representative’s (i.e., Deputy Attorney General) presence in court
and is intended to ensure that the court has access to all relevant
information needed.

Services Offered

Court/Due Process Hearing Testimony shall include all of the
following:

1. Attend court or due process hearings as requested by the
DOE to present relevant educational data or information
needed.

2.  Specific report writing by provider needed for court or due
process hearing (Quarterly Progress Reports, Progress
Notes, Clinical Evaluations, and other existing reports do not
suffice). If a specific report must be submitted, the DOE
may request that the contract provider complete specific
documentation to assist in the writing of the report. The unit
of service for the generation of the specific documentation is
limited to a maximum of one hour.

3. Recommendations are based on the presenting needs of
the student. Recommendations will not be accepted
regarding specific services, methodology or persons
(i.e., student requires day treatment).

4. Reports are made available to the DOE for review prior to
the hearing.

Authorization

Prior authorization by the DOE via a completed procurement work
order is required for each court hearing or due process hearing
session or event. Participation is limited to 24 units. Specific
rational for exceeding the maximum units must be reviewed with
school administrator or district educational specialist prior to the
procurement of the service.

Maximum Billable = 24 units (1 unit = 5 minutes, 12 units = 1 hour)

Referral Criteria

1. Student has an IEP or MP;

2. Student has a scheduled court hearing or due process
hearing; AND

3. The DOE identifies that participation by the contract provider
would be helpful to the court or hearings officer in
understanding the student’s case.

Completion of Service

This service delivery ends with the completion of the court hearing
or due process hearing, or the acceptance of the requested
documentation by the State representative.

Staffing Requirements:
Planning participants must meet the qualifications requirement for the particular level of care

1.

represented.
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Service Operations:
1. Present testimony at the court hearing or due process hearing.
2. The report, if requested, is signed by the appropriate professional.

Documentation
Report as specified under Service Description, if necessary.
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L. EDUCATIONAL TEAM PLANNING AND PARTICIPATION

Service Description

Time for providers to meet with the student’s educational team
members, to develop, revise, and /or review an IEP/MP or other
related educational plan such as an Functional Behavioral
Assessment ( “FBA”) or Behavioral Support Plan (“BSP”).
Educational Team Planning and Participation consists of
participation at non-regularly scheduled meetings.

Services Offered

Educational Team Planning and Participation shall include all of
the following:

1. Attendance at a multi-disciplinary education planning
conference and organized presentation of pertinent
information educationally related to the goals and objectives
of the student;

2. Completion of an IEP/MP or BSP, as needed, identifying
goals, measurable objectives and interventions based on
student evaluation data;

3. Documented verification of attendance such as a signing
sign in sheet; and

4.  Documentation will occur for each meeting in the student’s
progress notes. The narrative should include the topic
discussed and the outcome of the provider’s participation.

Referral Criteria

1. The student has an IEP or MP;
AND
2. The DOE identifies that participation of the contract provider
in the education planning meeting would be educationally
beneficial.

Authorization
(Billable Hours):

If procured, prior authorization by the DOE via a completed
procurement work order is required for each education planning
meeting.

DOE identifies that participation of the contract provider in the
education planning meeting would be educationally beneficial. If
another agency or entity requests the contract provider’'s presence
at the meeting, DOE would not be the procurement agency for that
service.

Education planning meetings are limited to the actual time spent at
the meeting. There is no reimbursement for travel time, wait time,
or cancellations.

Maximum Billable: Limited to actual time spent at the meeting. (1
unit = 5 minutes, 12 units = 1 hour)

Completion of Service

The service is complete when both of the following are complete:
1. Participation at the education planning meeting is
completed.
2. Documented verification of attendance, such as the Service
Verification Form, is completed.
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Staffing Requirements:

Specific education planning participants must meet the qualifications requirement for the particular
service or level of care provided.

Service Operations

1. The contract provider ensures that adequate representation is available at the education
planning meeting.
2. Participation in education planning is documented in student’s IEP or MP.

3. Copy of the IEP and BSP are included in the student’s record.

Documentation

1. Contract and School-based providers are required to input information in the ISPED (or other
designated database) modules such as IEP/MP, visit log, progress report and other modules that
DOE requires within the timeframe required by the DOE.

2. Contract and school-based providers shall enter data into ISPED (or other designated database)
on a weekly basis, within twenty-four (24) hours of service provision.

3. Data entry into ISPED (or other designated database) must be submitted before invoice
submission and payment.
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M.

SCHOOL CONSULTATION

Service Description

Consultation of a school-based or contract provider with regular
and special education teachers, school administrators, and other
school personnel regarding the behavior management of students
as related to their IEP/MP goals and objectives. School
consultation is delivered as requested by or agreed upon by the
school.

Services Offered

1. School consultation is a collaborative process, which serves
to better link a student’'s BSP with his/her IEP/MP. School
consultation facilitates communication between school
personnel and behavioral health providers, between home
and school, as well as between various school staff, such as
between regular and special educators. While the focus of
consultation is on behavioral management issues, it can
include organizational management of the classroom (e.g.,
seating arrangements, scheduling) to boost the efficacy of
inclusion of children with disabilities. The school-based or
contract provider can provide general and intervention-
specific information on particular behavioral disorders (e.g.,
Attention-Deficit/Hyperactivity Disorder, Tourette’s Disorder)
as well as certain social emotional variables (e.g., low self-
esteem, poor achievement motivation, lack of social skills
competence) and their potential impact on classroom
performance.

2. School consultation generally includes a face-to-face
contact with teacher, administrator or other school
personnel for the purpose of sharing information and
facilitating communication. The contact may, however, be
made by phone if the school visitation is not feasible and the
goals of that consultation can be accomplished long-
distance (e.g., helping a teacher fine-tune a behavior
management plan).

3. The following responsibilities of the school consultant are
important to insure collaboration and efficacy:

a. Access and review pertinent educational and mental
health data available in the student’s clinical record.

b. Adhere to school protocols regarding rules and
responsibilities on school campus.

c. Conduct classroom observation(s), if needed, to
witness student’s functioning in the school setting.

d. Hold consultation meeting with appropriate school
personnel to discuss specific issues/interventions
related to student’s school performance.

e. Complete progress note and place in ISPED (or other
designated database) within twenty-four (24) hours.

Referral Criteria

The DOE decides that delivery of school consultation would be
educationally beneficial for the student and, if procured, the school
approves the service.
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Authorizations

Prior authorization by the DOE via a completed procurement work
order is required for each procured consultation event. School
consultation is limited to 12 units per one episode. However, 24
units per episode will be allowed if a classroom observation is
conducted per authorization.

There is no reimbursement for travel time, wait time or no-shows
for classroom observations.

Maximum Billable: 24 units (1 unit = 5 minutes, 12 units = 1 hour)

Completion of Service

A progress note is completed and placed in ISPED (or other
designated database), reflecting issues and behavior management
strategies discussed, as well as school personnel’s receptivity to
the consultation intervention.

Staffing Requirements:

Specific education planning participants must meet the qualifications requirement for the particular level

of care represented.

Service Operations:

Progress notes are completed according to standards and placed in the student’s records/ISPED (or
other designated database) within twenty-four (24) hours.

Documentation

1. School-based and contracted providers are required to input information in the ISPED (or other
designated database) modules such as IEP/MP, visit log, progress report and other modules that

DOE requires.

2. Providers shall enter data into ISPED (or other designated database) on a weekly basis within
twenty-four (24) hours of service provision.
3. Data entry into ISPED (or other designated database) must be completed before invoice

submission and payment.
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A. ANCILLARY SERVICES

Definition

Ancillary services are services that are not available through
existing contracted mental health services for youth. The funding
for such services is limited and closely monitored to assure that
disbursement is completed in the most clinically appropriate and
fiscally responsible manner.

Services Offered

Supportive services that facilitate mental health treatment delivery
as outlined in the CSP for time-limited interventions that are not
available through existing contracted services. Examples include:
transportation services, interpretive services, specific clinical
services that are not available through contracted providers and
special community programs or classes. The ancillary service
must clearly support the youths improved functioning in their
home/community and/or prevent the likelihood of movement to a
higher level of care.

Admission Criteria

All of the following criteria must be met:

1. The identified youth meets at least one (1) of the Service
Eligibility criteria for CAMHD (as described in General
Standards, Section A, Access & Availability);

2. The youth is registered with a Branch and has an assigned
MHCC; and

3. The clinically appropriate requested services/items are
required to allow the youth to meet the goals identified in the
CSP and improve his/her functioning in the
home/community or likely prevent the movement to a higher
level of care. The services are procured by the MHCC after
all other resources are exhausted.

Initial Authorizations

The need for clinically appropriate services/items is identified by
the CSP team and documented in the CSP, approved by the
Branch Chief and procured by the MHCC.

Unit = One (1) Dollar

Re-Authorization

The approval of the amounts greater than 5000 units requires the
Division Chief's approval.

Unit = One (1) Dollar

Continuing Stay Criteria

All of the following criteria are met as determined by treatment
team review at least quarterly:

1. All admission criteria continue to be met;

2. Services/items are being provided as indicated in the CSP
and documented in progress notes and in plan reviews;

3. There are regular and timely assessments and
documentation of youth/family response to services. Timely
and appropriate modifications are made to services and
plans as needed;

4. Goals, objectives, and discharge planning as related to
ancillary funded services/items are reviewed by treatment
teams at least quarterly;

5. The youth/family continues to be actively involved in
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treatment interventions and treatment planning; and
6. The youth/family continues to be in need of ancillary funded
services/items.

Discharge Criteria Ancillary funded services/items are terminated when one (1) of the
following criteria are met:

4. The youth is no longer eligible for CAMHD services. As part
of discharge, the MHCC will help coordinate transfer to
appropriate treatment services in the least disruptive
manner possible;

5. The youth is no longer eligible for services/items - (i.e., does
not meet admission criteria);

6. The treatment team determines that services/items are no
longer needed; and

7. Services/items are obtained through alternative sources.

Service Exclusions 1. Educational and basic health services are not to be provided
through ancillary services.

2. Ancillary services are provided to augment and compliment
other intensive mental health treatment services and cannot
be a stand-alone service.

Staffing Requirements:
1. If the ancillary service is a direct mental health service, then only a professional practitioner
credentialed by CAMHD shall be allowed to perform this service.
2. All professionals providing direct services to youth and families shall have minimally met initial
credentialing requirements for provisional appointments through submittal of required documents
and satisfactory verbal verification of primary sources prior to date of hire.

INDIVIDUAL PRACTITIONER CREDENTIALING INFORMATION:

Qualified Mental Health Professional (QMHP):
Must be a current Hawaii-licensed psychiatrist; board certified by the American Board of Psychiatry and
Neurology (ABPN); and board certified or board eligible in Child and Adolescent Psychiatry. QMHP
Psychiatrists in hospital-based settings must be ABPN board certified in Child and Adolescent
Psychiatry.

OR
A Clinical or School Psychologist with a current Hawaii license/certification in Psychology.

OR
A certified Advanced Practice Registered Nurse (APRN) as a Psychiatric Clinical Nurse Specialist with
a current Hawaii license/certification.

OR
A Hawaii licensed Clinical Social Worker (LCSW).
OR
A Hawaii licensed Marriage and Family Therapist (LMFT).
OR
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A Hawaii licensed Mental Health Counselor (LMHC) at such time inclusion is incorporated into the State
Plan Amendment and Contractors are notified by CAMHD.

Clinical Operations

If providing direct mental health services, then the professional is bound by all professional licensing
requirements, professional ethics as well as CAMHD practice guidelines.

Documentation
1. Provider must submit Ancillary Provider Registration Form to the MHCC prior to the initiation of
services if providing mental health treatment service.
2. Original receipts for services/item must be provided as appropriate.

3. Providers of direct mental health services, please see Section | General Standards for additional
documentation requirements:

e E. Service Planning:
» Mental Health Treatment Plan including transition, crisis and discharge planning;
» Discharge Summary;
e M. Maintenance of Service Records:
= Progress Notes;
¢ O. Minimum Reporting Requirements:
= Monthly Treatment and Progress Summary.
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B.

RESPITE SUPPORTS

Definition

Respite supports involve the provision of funds to families of
eligible youth with serious emotional and/or behavioral challenges
for the purpose of providing temporary short-term planned or
emergency relief.

Services Offered

Respite is the provision of care, arranged by the parent(s) of an
identified youth or youths to provide relief to the parent(s)/primary
caregiver(s). Respite is integrated with other mental health
services, as needed to promote coordinated, effective service
delivery to the youth and family. Respite will be reviewed at least
guarterly and adjusted as needed for a specific period of time.

Admission Criteria

All of the following criteria must be met:

1. The identified youth meets at least one (1) of the service
eligibility criteria for CAMHD (as described in General
Standards, Section A, Access & Availability);

2. The youth is registered with a Branch and has an assigned
MHCC;

3. The clinically appropriate respite is deemed necessary to
prevent out-of-home placement, prevent abuse/neglect, or
preserve family unity and is related to specific goals and
objectives and is documented in the CSP, as this is not an
IEP service;

4.  The youth/family are actively involved in treatment
implementation and treatment planning; and

5. The need for respite services is identified by the CSP team
and procured by the MHCC using the Quarterly Service
Procurement Form.

Initial Authorizations

DOH Respite Authorization Form (Respite I) is completed by the
family and MHCC and submitted to CAMHD Fiscal Office. The
DOH Respite Service Record (Respite 2) is completed by the
parent and provider and submitted monthly to the CAMHD Branch.

The family selects and negotiates payment with their respite
provider(s). Respite provider rates are provided in accordance
with the guidelines as written in the CAMHD Respite policy and
procedure. Respite funds are not available to a non-custodial
parent/caregiver.

These services are time-limited with services reduced and then
discontinued as family needs decrease.

1 Unit = 1 Dollar

Continuing Stay Criteria

All of the following criteria are met as determined by treatment
team review at least quarterly:

1. Services are being provided as indicated in the CSP and as
documented on respite forms. This is documented in
progress notes and in plan reviews; and

2. The family continues to be in need of respite services and
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there is a reasonable expectation that the youth will
continue to make progress in reaching the goals identified
within the CSP.

Discharge Criteria Respite is terminated when one (1) of the following criteria are met:

1. The youth is no longer eligible for CAMHD services. As part
of discharge, the MHCC will help coordinate transfer to
appropriate treatment services in the least disruptive
manner possible; or

2. The CSP team determines that services/items are no longer
needed.

Service Exclusions Respite services may not be used during school hours and is not
an IEP service.

Staffing Requirement
1. CAMHD is not involved in the credentialing of respite providers when the parent selects their
own provider.
2.  CAMHD does not train, monitor, or assume any liability for the services provided.
Parents/families are responsible to arrange the delivery of respite services. Respite funds are
not available to non-custodial parents/caregivers.

Clinical Operations
1. CAMHD does not train, monitor, or assume any liability for the services provided.
2. Parents/families are responsible to arrange the delivery and payment of respite services.
3. CAMHD shall pay the parent or primary caregiver directly for services rendered.
4. CAMHD shall inform the parent or caregiver that:
a. If the parent or primary caregiver is reimbursed more than $600 per year their reimbursement
may be seen as a taxable income; and
b. If the parent or primary caregiver pays a private provider (someone who is not an employee
of an agency) more than $1000 in one (1) year, the family may be considered as an
employer by the Internal Revenue Service and be liable for payroll taxes.

Documentation
Documentation of Respite will be provided in accordance with the guidelines as written in the CAMHD
Respite policy and procedures.
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C.

PSYCHOSEXUAL ASSESSMENTS

Definition

Specialized diagnostic and evaluation services involving a
strengths-based approach to identify youths’ needs in the specific
context of sexually abusive behaviors that have led to the youth
being arrested, charged, or adjudicated for a sexual offense.
Service components include conducting a comprehensive risk
assessment and providing a written assessment report.
Psychosexual assessments are preceded by information gathering
from existing sources and should not occur unless a
Comprehensive Mental Health assessment, Focused Mental
Health assessment, Emotional Behavioral assessment, or
Psychiatric Diagnostic Assessment has been completed within the
last year. The psychosexual assessment is designed to build on
the prior mental health assessment, using specialized
psychometric instruments designed to assess sexual attitudes and
interests.

Services Offered

1. Make appointment with the youth and family within one (1)
week of referral and authorization;

2. Review and incorporate any relevant data including
developmental, psychosocial, medical, educational, clinical,
behavioral, psychiatric and legal histories as provided by the
MHCC or Juvenile Probation Officer;

3. Conduct face-to-face or phone interviews with individuals
who have first hand knowledge of the behavior, functioning
and alleged offense of the youth. This must include
obtaining the victim’s statement about the offense and
reports from the victim’s mental health service provider
whenever possible;

4. Interview family/significant others and the youth face-to-
face;

5. Administer developmentally and clinically appropriate
psychometric instruments that are evidence-based or are
considered best practice among several offense treatment
specialists to assess sexual attitudes and behaviors (e.g.,
Multiphasic Sex Inventory, Child Sexual Behavior Inventory,
Adolescent Cognition Scale);

6. Upon completion of the report, a feedback session must be
conducted with the family/guardian; and

7.  Provide written report to the MHCC within twenty (20)
working days from date of referral and authorization. If
more time is need, the provider must contact the MHCC with
his/her reason for time extension requested.

Admission Criteria

All of the following criteria must be met:

1. The identified youth meets at least one (1) of the service
eligibility criteria for CAMHD (as described in General
Standards, Section A, Access & Availability);

2. The youth is registered with a Branch and has an assigned
MHCC,;
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3. The youth has been arrested, charged, or adjudicated for a
sexual offense; and

4. The CSP team has determined that the youth is in need of a
specialized psychosexual evaluation because of a possible
challenges in sexual behavior or attitudes that is an integral
part of the youth’s emotional or behavioral problems.

Initial Authorizations

Authorization may be up to twenty (20) units with approval of the
Branch Chief.

If there is no Mental Health Assessment current within one year,
the Branch Chief may authorize the provider to complete a
Comprehensive Mental Health Assessment along with the
Psychosexual Assessment if the youth is SEBD eligible. If the
youth is not SEBD eligible, then the IEP team must authorize an
Emotional Behavioral Assessment prior to the Psychosexual.

Unit = fifteen (15) minutes

Procurement units reflect the time required for completing the
review of data and assessment process. The units do include
report-writing time, as it is incorporated in the unit cost. There is no
payment for travel time, wait time, no shows, or cancellations.

Re-Authorization

Not applicable.

Discharge Criteria

At least one (1) of the following criteria are met:

1. The written report has been submitted to the MHCC and
meets these standards for clinical and operational content.
Assessments not meeting service content will be returned to
the evaluator for amendment with suggested
changes/concerns identified; or

2.  The youth/family no longer want to participate in this service
and revokes consent in writing®.

Service Exclusions

Youth in Community-based Residential Program Levels Il and 1.

Clinical Exclusions

1. Youthin need of immediate crisis stabilization because of
active suicidal, homicidal, or psychaotic behavior. Once
stable, youth who otherwise meet the eligibility criteria may
be referred.

2. Youth eleven (11) years or younger.

Staffing Requirements:

1. The following practitioners may provide Psychosexual Assessment Services:

a. Credentialed QMHP with a minimum of three (3) year’s experience conducting psychosexual
assessments. Specifically, providers must have special training and demonstration of
competency in specific testing measures for offenders and documentation of training in child
abuse laws and procedures for evaluating and investigating psychosexual disorders.

! If the young adult or youth/family revokes consent or refuses to release the report to CAMHD, they will be liable

for the cost of the service.
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Providers must comply with any state certification or license requirements for performing
specific assessments for offenders.
OR

b. QMHP’s who do not meet these requirements for relevant experience and demonstrated

competency may perform Psychosexual Assessments under the direct supervision of
another QMHP who is qualified under these standards. The supervising QMHP must co-sign
the report acknowledging supervisory responsibility for the assessment.

Clinical Operations

1.

Direct service providers must coordinate with family/significant others and with other systems of
care such as education, juvenile justice system, child welfare as needed to provide service
complete the assessment.

Psychosexual Assessment report contains all service components as described in the
documentation section.

Psychosexual Assessment report must be typed.

Psychosexual Assessment report is submitted to MHCC within twenty (20) working days of
referral and authorization.

Documentation
Complete written Psychosexual Assessment report is due within twenty (20) working days from date of
referral and authorization. Written report includes all of the following:

1.
2.

arw

© N

10.
11.
12.

13.

Date(s) of assessment and date of report;

Identifying information: youth name, DOB, legal guardian, home school, grade level, IDEA
status;

Reason for referral, including specific referral question(s);

Sources of information: including review of records, interviews, and assessment tools;

Brief developmental, sexual, medical, family, social, educational, substance use, psychiatric and
trauma history highlighting information relevant to the referral question;

The youth’s offense history, including information from the youth’s Juvenile Justice records;
Description and history of presenting problems and concerns about behavior of a sexual nature;
Assessment results and interpretation; must include specific scores from psychometric
instruments, plotted profiles when appropriate, and clear interpretations;

Description of youth and family strengths including formal and informal supports;

Clinical formulation and justification of diagnosis;

Diagnostic impressions: DSM V-5 axes;

Summary of the finding including strengths, concerns and needs that must be met for the youth
to function safely in their home and community. This section should summarize the risk
assessment and include specific, detailed recommendations about the setting, intensity of
intervention, and supervision necessary for effective treatment. The risk assessment should be
based on all of the information collected (including interviews, records review, etc.) and should
not rest solely on the results of risk assessment instruments. The summary should include an
evaluation of whether the current or proposed school and community setting affords the level of
structure and supervision necessary for the youth and the safety of others. Special
consideration should be given to the needs and concerns of individuals who may have been
victimized by the youth (e.g. siblings);

Strength-based recommendations with suggested goals and measurable objectives must be
included. Recommendations will conform to the following:

a. Supported by research evidence or consensus of the evidence-based services committee;
b. Describe and address the needs of the youth and family and build on strengths;
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c. Avoid specifying particular services, program or eligibility status. For example, it should not
be specified that youth needs “residential treatment.” Instead, recommendations should
focus on youth’s particular needs, e.g. “the youth is in need of close supervision in an highly
structured environment due to ...”;

d. Include treatment interventions that are provided in the least restrictive manner that will
address the needs of the youth and family. These may include therapeutic strategies or
behavioral support approaches;

e. Reportis signed by the assessor (and his/her supervisor when applicable) acknowledging
responsibility for the assessment; and

14. Professionally recognized standards of ethical practices are followed in all assessments.
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D.

INTENSIVE CASE MANAGEMENT

Definition

The primary function of CAMHD’s MHCC is case management.
Case management is a community-based, behavioral health
treatment service that links and coordinates segments of the
service-delivery system to ensure comprehensive therapeutic
planning and intervention to meet an individual youth’s and family’s
needs for improved community functioning. Case management
includes comprehensive case assessment, case planning,
connecting, brokering and ongoing monitoring of treatment
services while advocating for youth and families to address their
needs and overcome barriers to receiving quality services. These
services are provided to increase community tenure, improve
functioning, minimize psychiatric symptoms and develop an
enhanced quality of life for youth and their families.

Case management is delivered in a manner that is consistent with
the CASSP principles of being child and family centered, culturally
sensitive, community-based, and responsive to youth’s right to be
served in the least restrictive, most natural environment that is
appropriate to individual needs.

Services Offered

1. The process of case management is accomplished largely
through relationships. A therapeutic alliance between the
MHCC and the youth and family is vital for maximizing the
positive outcomes of case management and service
provision interventions. Collaborative relationships with
other professionals to accomplish coordinated assessment,
evaluation, joint planning and decision-making, adherence
to established Interagency Performance Standards and
Practice Guidelines (IPSPG), and implementation of
evidenced-based practices are essential. This requires the
MHCC to:

a. Establish and maintain a supportive relationship with the
youth/family. Serve as central point of contact for youth
and/or family to the array of mental health services as
well as to the entire system of care;

b. Assist youth/family in problem solving and in developing
necessary skills to remain in/return to the community;

c. Conduct face-to-face and telephone contacts with the
youth/family and collateral professionals for the
purposes of mobilizing services and support, advocating
on behalf of the youth/family, educating collaterals on
needs of the youth/family, and coordinating services
specified in the CSP and MHTP(s);

d. Conduct at least monthly reviews of service delivery to
ensure that quality service is being provided, i.e.,
interventions are addressing goals and goals are being
met. Maintain ongoing contact with family to facilitate
their needs being met, and their satisfaction with
services;

e. Conduct periodic observations as needed to address
apparent lack of significant progress or lack of
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10.

11.

12.

integration of services for the youth; and

f.  Ensure that youth are receiving services in a timely

manner i.e. within thirty (30) days of referral and
authorization for services.
Attendance at team meetings to facilitate evidence-based
decision-making and actively participate in team-based
decisions determining mental health services and formal
and/or informal supports necessary in order for the youth to
improve their level of functioning in home, school, and
community settings.
Ensure mental health services are occurring in a planned,
timely and integrated manner as stated in the youth’s CSP.
Coordinate and monitor all treatment/services provided to
the youth by all involved agencies/persons.
Keep the Branch Chief, Clinical Director and/or Mental
Health Supervisor informed regarding the ongoing status of
the youth served.
Participate in hearings; prepare clinical summaries/reports
as necessary, (e.g., court reports; referral applications).
Make appropriate collateral or other referrals as clinically
indicated.
Accompany the youth/family, as appropriate, for support and
to address identified needs and/or treatment objectives.
Maintain a clinical case record, documenting all services as
required by the CAMHD policy and procedures. Submit
reports to other agencies when requested and permitted by
CAMHD policy.
Ensure that appropriate Branch clinical staff review and
approve all initial and continued stay services.
Complete service authorization paperwork assuring that
services are appropriate and clinically indicated to foster
accomplishment of goals.
Complete timely and efficient service authorization in order
to prevent any interruption in service delivery or payment to
providers.

Admission Criteria

All of the following criteria are met:

1.

2.

The identified youth meets at least one (1) of the service
eligibility criteria for CAMHD (as described in General
Standards, Section A, Access & Availability); and

The youth is registered with a Branch, and has an assigned
MHCC.

Initial Authorizations

Not applicable, provided by the MHCC

Re-Authorization

Not applicable

Continuing Stay Criteria

The identified youth continues to meets at least one of the service
eligibility criteria for CAMHD (See General Standards, Section A)

Discharge Criteria

At least one (1) of the following must be met:

1.

Youth is no longer eligible for CAMHD services. As part of
discharge, the MHCC will help coordinate transfer to
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appropriate treatment services in the least disruptive
manner possible, or

2. Youth and family request discontinuation of this service and
there is no indication of imminent harm to the youth if
CAMHD involvement is stopped.

Staffing Requirements:

1.

Master's degree in social work or related human service or health care field, preferred.
Bachelor’'s degree in a human services field and minimum of two (2) years of training or
experience in child and adolescent mental health.

Knowledge of principles, methods, and techniques of human services work and concepts and
theories of systems; inter-relationship of intellectual, emotional, physical, social and
environmental factors influencing human behavior; normal human growth and development;
psychiatric disorders; various treatment modalities; evidenced-based services; IPSPG; CASSP
Principals; community resources and their effective utilization to help individuals and/or families.
Skills/abilities to collect, and evaluate data to make sound decisions; present ideas and
information clearly and concisely orally and in writing; analyze situations and people accurately
and develop an effective course of action; deal with people in a manner which will gain their
confidence and cooperation; and maintain an objective and emotionally stable attitude in
distressing situations; work effectively and harmoniously with others including professional and
community groups; and exercise independent and mature judgments and decisions; understand
and relate to persons from various cultural and economic backgrounds; maintain professional
integrity.

Clinical operations

CAMHD MHCC performs case management duties as assigned by the Branch Chief or designee with
ongoing direction and supervision provided by the Mental Health Supervisor(s), Clinical Director and/or
Branch Chief, or their designee.

Documentation

1.

2.

The MHCC is responsible for maintaining the youth’s chart in accordance with CAMHD chart
audit standards.

The MHCC is responsible for facilitating and writing the CSP within thirty (30) days of eligibility
determination. This plan is the overarching plan that documents that youth/family’s needs and
interventions/services provided by those involved in the youth and family’s life. The CSP builds
on individual strengths and pursues the youth/family’s goals.

A transition/step-down component is contained within the CSP that informs all parties to the
overall directions of treatment. The transition plan spells out the discharge criteria for any
CAMHD service being procured and projected timeframe for that service. Additionally, the
transition plan identifies any needed support or services that the youth/family will need to
continue treatment in the least restrictive environment.

The crisis component of the CSP informs all parties as to the potential problem area(s), means
of avoiding the problem, and how to intervene if the problem should occur including youth de-
escalation preferences. The crisis component identifies any trigger or setting events known to
the team.

Progress notes are written for each activity/event by the staff providing the service. The youth’s
full name and record number must be identified on each progress note page. Progress notes
shall be entered in the youth’s file within twenty-four (24) hours of the service. The focus in the
content of notes clearly evidences the relationship of the intervention to the youth’s
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CSP/IEP/MHTP plan. Additionally, progress notes need to address what may not be working
and what will be done differently for better results. Progress notes also include collateral
communications pertinent to the treatment of the youth.

The MHCC is responsible for making referrals for needed services on behalf of the youth/family.
The MHCC must contact provider agencies, submit required documentation and get a copy of
the Referral Acceptance Form for each service.
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E.

INTENSIVE IN-HOME INTERVENTION

Definition

This service is designed to stabilize and preserve the family’s
capacity to improve the youth’s functioning in the current living
environment and to prevent the need for placement outside the
home. This service is a time limited approach that incorporates
evidenced-based interventions. The service utilizes family and
youth centered interventions and adheres to the CASSP principles.
This service may be delivered primarily to youth and their families
in the family’s home or community.

Services Offered

1. Interventions which are based in family centered

practices/techniques that:

a. Facilitate, support, or newly implement the appropriate
evidence-based intervention at a level of intensity that
requires home-based contact with the youth and family;

b. Assist the family in setting up and maintaining consistent
and strength-based interactions in the household;

c. Define, or “reframe” problems and interventions so that
all significant members have meaningful, strength-based
roles;

d. Resolve any crises, evaluate their nature, and intervene
to reduce likelihood of further incidence;

e. Utilize, ensure and facilitate access to formal and
informal supports in the community and school;

f.  Increase capacity and strengths of the youth and family
to support and facilitate gains achieved through
evidence-based approaches (e.qg., transitioning
maintenance of behavior, support plan, to individuals
within the youth’s family or natural support network); and

g. Services are directed towards the mental health needs
of the identified youth in the context of developmentally
appropriate, natural relationships.

Crisis management.

Intensive family therapy.

Linkages to other needed supports through internal, external
coordination activities and referral.

5. Evidence-based treatment interventions and when possible

integrates them into family centered treatments.

Self-help and living skills training for the youth.

Services of a paraprofessional staff for skills training, as

appropriate to the youth’s needs.

8. Parenting skills training to help the family build skills for
coping with the youth’s needs.

9. Monitoring of progress and practices on a regular basis
using reliable and valid measures and manages the
presenting psychiatric symptoms.

10. Working with parents in implementation of home-based
behavioral support plans.

Pwn

N o

Admission Criteria

All of the following criteria must be met:

1. The identified youth meets at least one (1) of the service
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eligibility criteria for CAMHD (as described in General
Standards, Section A, Access & Availability);

2. The youth is registered with a Branch, and has an assigned
MHCC,;

3. The youth must be age three (3) through twenty (20) years;

4.  An adequate trial of active treatment in a less restrictive
level has been unsuccessful or was given serious
consideration but was found to be an inappropriate service;

5. The CSP identifies this service and measurable objectives
for outcomes of this service prior to admission; and

6. The youth and/or family have insufficient or severely limited
resources or skills to manage the behavioral/emotional
problems of the youth without intensive supports in the
home/community.

Initial Authorizations

Maximum of sixteen (16) units per day
Maximum of eighty (80) units per week
Maximum of four (4) weeks in duration
May be authorized by the MHCC

Unit = fifteen (15) minutes

Re-Authorization

Re-authorizations may be as follows with approval by the MHSL1.

Second month:
o Maximum of eight (8) units per day
Maximum of forty (40) units per week

e Third month:
Maximum of four (4) units per day
¢ Maximum of twenty (20) units per week

e Fourth month:
e Maximum of four (4) units per day
o Maximum of twenty (20) units per week

e Fifth month:
e Maximum of four (4) units per day
Maximum of twenty (20) units per week

Any re-authorization request that exceed the five (5) months
maximum or this titration must be approved by the
Branch Clinical Psychologist.

Unit = Fifteen (15) minutes

Continuing Stay Criteria

All of the following criteria are met as determined by treatment
team review:

1. All admission criteria continue to be met;

2. The measurable treatment goals have not been met and
there are regular and timely assessments and
documentation of youth/family response to services. Timely
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and appropriate modifications are made to services and
plan as needed;

There is a reasonable expectation that the youth and family
will continue to make progress toward reaching the goals
and objectives identified in the youth’s MHTP and CSP
within four (4) weeks;

The youth’s progress in not sufficient to allow movement to
a less restrictive level of care as determined by the CSP
team; and

The youth continues to have specific needs that indicate
that this is the most appropriate means of addressing those
needs.

Discharge Criteria

One (1) of the following must be met:

1.

The youth is no longer eligible for CAMHD services. As part
of discharge, the MHCC will help coordinate transfer to
appropriate treatment services in the least disruptive
manner possible;

The youth/family no longer wants to participate in this
service and revokes consent with no imminent danger to
self or others;

Targeted symptoms and/or maladaptive behaviors have
abated to a level of severity, which no longer requires this
level of care as documented by attainment of goals in the
MHTP and CSP;

Youth/family has demonstrated minimal or no progress
toward treatment goals for a two (2) month period and
appropriate modifications of MHTP has been made and
implemented with no significant success and the CSP team
determined that the youth is not benefiting from this service
at this time; and

Youth exhibits new symptoms and/or maladaptive
behaviors, which cannot be safely and effectively,
addressed through this service as determined by the CSP
team.

Service Exclusions

Not offered at the same time as any out-of-home services
except in cases where the youth has a planned discharge
from out-of home care within thirty (30) days. Intensive In-
home can begin to work with the youth and family for up to
thirty (30) days to aid in family reunification following
residential care.

Not offered at the same time as any Intensive Outpatient or
Multisystemic services.

Clinical Exclusions

Youth in need of immediate crisis stabilization because of active
suicidal, homicidal, or psychotic behavior. Once stable, youth who
otherwise meet the eligibility criteria may be referred into the
program.
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Staffing Requirements:

In addition to the staffing requirements listed in the general standards, these staff requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
staffing requirements will supersede the general standards.

1.

Intensive In-Home Intervention is provided by:

a. A QMHP who has oversight and supervision responsibilities for all staff decisions made

regarding youth/family treatment;

b. Atleast one (1) MHP experienced in evidence-based treatment and family based

interventions and having at least three (3) years of experience working with youth with
serious behavioral or emotional challenges. In many instances the MHP will be sufficient to
deliver the appropriate services, however;

c. The MHP may partner with up to two (2) (not at the same time) paraprofessionals as needed,

who work under the direct guidance of that MHP if the family situation requires the use of a
paraprofessional. In such instances, the MHP will serve as the team leader, guiding, refining,
and administering the intervention, with paraprofessional(s) providing additional supports for
practice exercises, skills training, or other child or family interventions as directed by the
MHP. The MHP is expected to have regular and frequent direct contact with the child and
family (i.e. scheduled meetings at least every week and at least (twenty) 20% of the total
face-to-face team contact time), particularly during the initial stages of intervention. As gains
are consolidated, the frequency of contact by the MHP may decrease (but must remain at or
above (twenty) 20%), signifying the need to transition to less intensive services. For
purposes of coverage, the team may elect to include an additional MHP (not providing
services at the same time).
The ratio shall not exceed twelve (12), families per primary MHP (team leader) at any time with
the consideration that at least two (2) of the twelve (12) families will be stepping down to a less
intensive level of care. This staff to family ratio takes into consideration evening and weekend
hours, needs of special populations, and geographical areas to be covered.

Clinical Operations

In addition to the clinical operation requirements listed in the general standards, these requirements
must also be followed. If the standards referenced here differ from those in the general standards,
these clinical operation requirements will supersede the general standards.

1.

Services must be available twenty-four (24) hours a day, seven (7) days a week, through on-call
arrangements with practitioners skilled in crisis and family based interventions. A team response
is preferable when a family requires face-to-face crisis intervention.

These services include consultation and treatment with the youth and parent/caregiver(s)
regarding medications, family based interventions, behavior management skills, dealing with
treatment responses of the individual and other caregivers and family members, and
coordinating with other treatment providers.

Program has an intake process that includes integration of information available on youth/family
in the treatment planning to ensure appropriate and effective treatment. Program also has an
established protocol for orienting youth to the program.

Team services are individually designed for each family, in full partnership with the family, to
minimize intrusion and maximize strengths and independence. It is expected that problems will
be defined, or “reframed,” as much as possible so the interventions and goals will be strength-
based and have significant meaning to all important members. Services are normally more
intensive at the beginning of treatment and decrease over time as the individual and/or family’s
strengths and coping skills develop.

Page 156
Educationally Supportive Intensive Mental Health Services
Intensive In-Home Intervention



10.

11.

12.

13.

INTERAGENCY PERFORMANCE STANDARDS AND PRACTICE GUIDELINES

Intensive In-Home Intervention must be provided through a cohesive team approach and
services must be flexible with the capacity to address concrete therapeutic and environmental
issues in order to stabilize the crisis situation as soon as possible. Services are evidence-based,
family-centered, strengths based, culturally competent, active and rehabilitative, and delivered
primarily in the individual’'s home or other locations in the community. Services are initiated when
there is a reasonable likelihood that such services will lead to specific, observable improvements
in the youth and family’s functioning.

The majority of services [sixty percent (60%) or more] are provided face-to-face with youth and

their families.

Service delivery must be preceded by a thorough assessment of the youth and their family so

that an appropriate and effective treatment plan can be developed.

The Contractor must have the ability to deliver services in various environments, such as homes

(birth, kin, adoptive and foster), schools, jails, homeless shelters, juvenile detention centers,
street locations, etc.

The Contractor has policies, which govern the provision of services in natural settings and which

document that it respects youths’ and/or families’ right to privacy and confidentiality when

services are provided in these settings.

The Contractor has established procedures/protocols for handling emergency and crisis

situations that describe methods for triaging youth who require psychiatric consultation or

hospitalization.
Each Contractor has policies and procedures governing the provision of outreach services,
including methods for protecting the safety of staff who engage in outreach activities.

A weekly summary and approval of supervised staff’'s note must be documented by the

supervising QMHP.

The Contractor must have an Intensive In-Home Intervention organizational plan that addresses

the following:

a. Description of the particular family centered interventions, coordination, crisis intervention
and wraparound service models utilized, types of intervention practiced, and typical daily
schedule for staff;

b. Description of the staffing pattern and how staff are deployed to ensure that the required
staff-to-youth/family ratios are maintained, including how unplanned staff absences,
illnesses, etc. are accommodated;

c. Description of the hours of operation, the staff assigned and types of services provided to
youth/families;

d. Description as to how the plan for services is modified or adjusted to meet the needs
specified in each youth’s individual plan; and

e. A QMHP experienced in evidenced-based treatment who supervises treatment program and
clinical responsibility.

14. The Contractor must do a Summary Annual Assessment for SEBD eligible youth in their care at

the time the annual assessment is due on youth who have received at least three (3) months of
services from the Contractor. See Summary Annual Assessment performance standards in
Section Il, Part D.

15. Please see Section | General Standards for additional clinical operation requirements:

e D. CAMHD Co-Occurring Disorders;
F. Referral Process for Services:
= Referral Acceptance;
G. CAMHD Continuity of Care;
H. Staffing;
I. Supervision;
J. Evaluation of Staff Performance;
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K. Credentialing Requirements;
N. Service Quality;
O. Minimum Reporting Requirements;
P. Risk Management:
= Criminal, Child Abuse, and Background Screening;
= Safety;
= Restraints and Seclusion;
= Sentinel Events and Incidents;
= Police.

Documentation

In addition to the documentation requirements listed in the general standards, these requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
documentation requirements will supersede the general standards.

1. Please see Section |, General Standards for additional documentation requirements:

e E. Service Planning:
» Mental Health Treatment Plan including transition, crisis and discharge planning;
= Discharge Summary;

e M Maintenance of Service Records:
= Progress Notes;

e O Minimum Reporting Requirements:
= Monthly Treatment and Progress Summary.

Page 158
Educationally Supportive Intensive Mental Health Services
Intensive In-Home Intervention



INTERAGENCY PERFOR

MANCE STANDARDS AND PRACTICE GUIDELINES

F.

MULTISYSTEMIC THERAPY

Definition

Multisystemic Therapy (MST) is a time-limited, intensive family and
community-based treatment that addresses the multiple
determinants of serious anti-social behavior in juvenile offenders.
MST addresses the factors associated with delinquency across
youths’ key settings, or systems (e.g., family, peers, school,
neighborhood). Using the strengths of each system to foster
positive change, MST promotes behavior change in the youths’
natural environment.

Services Offered

1. Crisis management.

2. Linkages to other needed supports through internal and
external coordination activities.

3. Evidence-based interventions.

4.  Working with families in implementation of behavioral
support plans.

5. Parenting skills training to help the family build skills for
coping with the youth’s behavior.

Admission Criteria

All of the following criteria must be met:

1. The identified youth meets at least one (1) of the service
eligibility criteria for CAMHD (as described in General
Standards, Section A, Access & Availability);

2. The youth is registered with a Branch, and has an assigned
MHCC;

3. The youth must be between the ages of eleven (11) and
eighteen (18);

4.  The youth displays willful misconduct behaviors (e.g., theft,
property destruction, assault, truancy; as well as substance
use/abuse or juvenile sex offense, when in conjunction with
other delinquent behaviors);

5. The youth is at imminent risk of out-of-home placement or is
currently in out-of-home placement and reunification is
imminent within thirty (30) days of referral;

6. MST services are required to allow the youth to meet the
goals identified in the CSP and improve his/her functioning
in the home/community preventing movement to a higher
level of care; and

7. The youth has an adult/parental figure that is willing to
assume a long term parenting role (e.g., must be willing to
participate with service providers for the duration of
treatment).

Initial Authorizations

Authorization may be up to ninety-six (96) units per day, one (1)
month at a time for a maximum of five (5) months by the MHCC.

Unit = fifteen (15) minutes
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Re-Authorization

Re-authorization may be up to ninety-six (96) units per day, one (1)
month at a time for a maximum of four (4) monthly by the MHCC.

Unit = fifteen (15) minutes

Not to exceed five (5) months from date that consents to treatment
are signed by caregiver unless approved by the CAMHD Medical
Director via the MST System Supervisor.

Discharge Criteria

One (1) of the following criteria must be met:

1.

The youth is no longer eligible for CAMHD services. As part
of discharge, the MHCC will help coordinate transfer to
appropriate treatment services in the least disruptive
manner possible;

Youth exhibits new symptoms and/or maladaptive behaviors
which cannot be safely and effectively addressed through
this service;

Youth has met at least seventy-five percent (75%) of the
overarching treatment goals;

The youth/family requests discharge and is not imminently
dangerous to self/others;

Youth has met fewer than seventy-five (75%) of the
overarching goals and there is no evidence that continued
services will result in youth's progress towards successful
completion of those goals; and

Youth’s CSP team determines that out of home placement
is more appropriate for youth and/or the MHCC is seeking
such placement (in this case, MST services will be
terminated within seven (7) days).

Service Exclusions

Not provided at the same time any out-of-home service,
except in cases where the youth has a planned discharge
from out-of-home service within thirty (30) days. MST can
work with the youth and family for up to thirty (30) days prior
to discharge when the transition plan calls for MST to aid in
family reunification.

Not provided at the same time as any Intensive In-Home
Intervention or Intensive Outpatient services.

Clinical Exclusions

Youth in need of immediate crisis stabilization because of
active suicidal, homicidal, or psychotic behavior. Once
stable, youth who otherwise meet the eligibility criteria may
be referred to MST.

Youth with an active thought disorder or severe mental
illness.

The youth with relatively mild behavioral problems that can
effectively and safely be treated at a less intensive level of
care.

Youth living independently or for whom no primary caregiver
can be identified.

Juvenile Sex Offenders where the sex offense occurs in the
absence of any other delinquent behavior.
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6. Youth who have previously received MST services,
regardless of outcome, unless specific conditions have been
identified that have changed in the youth’s ecology
compared to the first course of MST, which would suggest
that more favorable or generalizable outcomes could be
obtained with a second course of MST. Such conditions are
assessed by the MST supervisor with review by the System
Supervisor.

Staffing Requirements:

In addition to the staffing requirements listed in the general standards, these staff requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
staffing requirements will supersede the general standards.

1.

MST services are provided by a team of QMHP supervised clinicians, who must meet the
requirements for MHP or Paraprofessional as specified in CAMHD credentialing requirements
and IPSPG, with the exception that paraprofessionals must have a minimum of five (5) years of
appropriate supervised experience. LSWs, MFT or APRNs are preferred. MST Clinical
Supervisors must meet CAMHD requirements for QMHP, specified in IPSPG as well as the
CAMHD requirements based upon NCQA standards. Licensed Ph.D.’s are preferred for the
Clinical Supervisor position.

MST therapist to family ratio shall not exceed four to six (4-6) families per therapist at any given
time with the consideration that one to two (1-2) families will be stepping down to a less intensive
level of care. Staff to family ratio takes into consideration evening and weekend hours, needs of
special populations, and geographical areas to be covered.

Staff must complete a five (5)-day training program designed by MST services prior to
assignment of families/youth. In addition, staff must attend quarterly booster training sessions.
Staff shall receive at a minimum one (1) hour of group supervision and one (1) hour of MST
services telephone consultation per week. Individual supervision occurs on an as needed basis.
MST therapists must be assigned on a full-time basis to MST services. MST supervisors must be
assigned on at least a half-time basis to MST services, except where by provider contract they
are committed as full-time (100% FTE) to MST services.

Clinical Operations

In addition to the clinical operation requirements listed in the general standards, these requirements
must also be followed. If the standards referenced here differ from those in the general standards,
these clinical operation requirements will supersede the general standards.

1.
2.

Services must be available twenty-four (24) hours a day, seven (7) days a week.

These services include consultation with the youth, parents or other caregivers regarding
behavior management skills, dealing with treatment responses of the individual and other
caregivers and family members, and coordinating with other treatment providers.

Services are individually designed for each family, in full partnership with the family, to minimize
intrusion and maximize independence. Services are normally more intensive at the beginning of
treatment and decrease over time as the individual and/or family’s strengths and coping skills
develop.

MST services must be flexible with the capacity to address concrete therapeutic and
environmental issues in order to stabilize a crisis situation as soon as possible. Services are
evidence-based, family-focused, active and rehabilitative, and delivered primarily in the
individual's home or other locations in the community. Services are initiated when there is a
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reasonable likelihood that such services will lead to specific, observable improvements in the
youth and family’s functioning.

The majority of services, sixty percent (60%) or more, are provided face-to-face with the youth

and their families and eighty percent (80%) of all face-to-face services are delivered in non-clinic
settings over the authorization period. Service delivery must be preceded by a thorough
assessment of the youth and their family so that an appropriate and effective treatment plan can
be developed.

Services provided to youth must include coordination with family and significant others and with
other systems of care such as education, juvenile justice, and youth welfare, when appropriate to
treatment and educational needs.

Providers must have the ability to deliver services in various environments, such as homes (birth,
kin, and adoptive/foster), schools, jails, homeless shelters, juvenile detention centers, street
locations, etc.

The Contractor has policies, which govern the provision of services in natural settings and which

document that it respects youths’ and/or families’ right to privacy and confidentiality when
services are provided in these settings.

The Contractor has established procedures/protocols for handling emergency and crisis

situations that describe methods for triaging youth who require psychiatric hospitalization.

Upon approval/acceptance of referral, the MST team will assign a therapist that must attempt to
make face-to-face contact within twenty-four (24) hours (immediately if an emergency). If unable
to make face-to-face contact within seventy-two (72) hours, the referring MHCC will be notified
immediately regarding reasons for lack of contact. Each provider has policies and procedures
governing the provision of outreach services, including methods for protecting the safety of staff
who engage in outreach activities.

The Contractor must have a MST organizational plan that addresses the following:

a. Description of the particular family preservation, coordination, crisis intervention and
wraparound services models utilized, types of intervention practiced, and typical daily
schedule for staff;

b. Description of the staffing pattern and how staff are deployed to ensure that the required
staff-to-youth ratios are maintained, including how unplanned staff absences, ilinesses, etc.
are accommodated;

c. Description of the hours of operation, the staff assigned and types of services provided to
youth, families, parents, and/or guardians; and

d. Description as to how the plan for services is modified or adjusted to meet the needs
specified in each youth’s individual plan.

Please see Section | General Standards for additional clinical operation requirements:
e D. CAMHD Co-Occurring Disorders;
e G. CAMHD Continuity of Care;
e H. Staffing;
e |. Supervision;

e J. Evaluation of Staff Performance;

o K. Credentialing Requirements;

e N. Service Quality;

e O. Minimum Reporting Requirements;

¢ P. Risk Management:
= Criminal, Child Abuse, and Background Screening;
= Safety;

» Restraints and Seclusion;
=  Sentinel Events and Incidents;
= Police.
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Documentation
1. MST therapist must completes MST Clinical Intake Assessment: list of reasons for referral,

genogram, desired outcomes of key stakeholders, ecological strengths and challenges, “fit”
assessment of referral behaviors.

2. The MST therapist must submit to the MHCC the Service Plan within five (5) days of intake. The
MST Service Plan includes the MST Clinical Intake Assessment (see above), the MST
Overarching Treatment Goals, the anticipated discharge date and the anticipated individualized
transition/discharge criteria.

3. Therapists must complete “Case Consultation summary forms” weekly for case review during
group supervision and MST case consultation sessions.

4. Please see Section | General Standards for additional documentation requirements:

e E. Service Planning:
= Discharge Summary;
e M. Maintenance of Service Records:
= Progress Notes;
e O. Minimum Reporting Requirements:
= Monthly Treatment and Progress Summary.
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G.

RESPITE THERAPEUTIC FOSTER HOME

Definition

Mental health respite foster homes provide safe, short-term and
supportive environments for youth with emotional and/or
behavioral challenges. These foster homes provide structured
relief to the parent(s)/caregiver(s) and families of these youth. This
services provides support to the parent(s)/caregiver(s) in their
efforts to continue caring for the youth in the home setting, thus
reducing the risk of out of home placements at a higher level of
care.

Services Offered

1. Services are available twenty-four (24) hours/seven (7) days
a week.

2. Activities that support the development of age-appropriate
daily living skills.

3. Culturally relevant recreational and social activities that are
rooted in evidence-based treatment and that support the
development of interpersonal relationship and life skills
through modeling and coaching.

4. On-call crisis intervention and support to respite foster home
parents on a twenty-four (24) hour basis.

5. Medication monitoring.

Admission Criteria

All of the following criteria are met:

1. The identified youth meets at least one (1) Service Eligibility
criteria for CAMHD (as described in General Standards,
Section A, Access & Avalilability);

2. The youth is registered with a Branch, and has an assigned
MHCC,

3. Respite Supports have been offered to the family and:

a. Have been previously exhausted by the family; or
b. Are unable to be used by the family at this time; and

4. Respite Foster Home Service is deemed necessary to

support the goals and objectives in the CSP.

Initial Authorizations

Authorization may be up to a maximum of four (4) units per fiscal
year by the MHCC.

Units may be used in one (1) episode (e.g. one (1) four-day
respite) or over several episodes of care (e.g. four (4) one-day
respites) or combined in others way to best meet the needs of the
youth and family.

Unit = One (1) day

Re-Authorization

Not applicable.

Continuing Stay Criteria

Not applicable.

Discharge Criteria

One (1) of the following criteria must be met:

1. The youth no longer eligible for CAMHD services. As part of
discharge, the MHCC will help coordinate transfer to
appropriate treatment services in the least disruptive
manner possible;

2. Family has been provided at least twenty-four (24) hours of
respite;
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3. A supportive living environment is established in the youth’'s
home setting; and

4.  Youth requires a higher level of care and is transferred out
of Respite Home Service.

Service Exclusions 1. Not offered at the same time as any out-of-home services.
2.  Respite Home is not a stand-alone service but is part of a

larger treatment plan.

Clinical Exclusions Youth in need of immediate crisis stabilization because of active
suicidal, homicidal, or psychotic behavior. Youth's clinical issues
interfere with the safe provision of services in this level of care.

Staffing Requirements:

In addition to the staffing requirements listed in the general standards, these staff requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
staffing requirements will supersede the general standards.

1.

2.

Foster parents must be licensed with the Department of Human Services prior to service
initiation.

Contractor must have a QMHP that oversees all program staff and is responsible for all clinical
decisions made.

Youth who are unable to attend regularly scheduled day activities (e.g. school, work) must be
provided supervision and therapeutic structure by program staff.

The program is required to have a psychiatrist or psychologist that provides twenty-four (24)
hours on-call coverage, seven (7) days a week.

All respite foster parents must be trained in the provision of short-term care for youth with
emotional and/or behavioral challenges, including training on medication administration.

Youth who need medication or nursing services have these services coordinated by the program
S0 assistance is received in a timely manner.

Clinical Operations

In addition to the clinical operation requirements listed in the general standards, these requirements
must also be followed. If the standards referenced here differ from those in the general standards,
these clinical operation requirements will supersede the general standards.

1.
2.

Services are available twenty-four (24) hours a day, seven (7) days a week.

The respite foster home will have no more than two (2) minor youth in the home and no more
than two (2) foster youth in placement with them, unless a waiver is requested and approved by
CAMHD for a sibling group placed together. There shall be a minimum of one (1) adult at home
whenever the youth is present. The agency shall ensure additional staff support as necessary.
Foster families are required to receive at least two (2) hours a month of supervision from a
Contractor's MHP. One (1) hour of the required supervision may be multi-family or group
supervision.

In addition to all requirements for licensure of therapeutic foster families, Contractors will ensure
that all therapeutic foster families receive at least twenty (20) hours of initial orientation to
include: orientation to the Contractor agency; orientation to the Hawaii Child-Serving System and
the role of Therapeutic Foster Care; understanding children and youth with emotional
disturbances; providing positive behavioral support to children and adolescents; how to work as
part of a treatment team; how to relate to the foster child’s parents and family members; a review
of State laws regarding child abuse and neglect reporting, reporting criminal behavior, and
threats regarding suicide and homicide; and CPR and First Aid.
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On an on-going basis, therapeutic foster families shall receive at least twenty (20) hours of
training annually on topics related to mental health special needs youth. Documentation of all
therapeutic foster family training is the responsibility of the Contractor.
At contract award, all Contractors of Therapeutic Foster Homes Services shall submit a list of
foster families with all of the following information required on the Therapeutic Foster Home
Profile Form (See Appendix B-15). Thereafter, biannually, and if necessary at the request of
CAMHD, the Contractors shall update this report and submit any changes to the CAMHD Clinical
Services Office, Utilization Management Section that shall maintain the information in
accordance with all confidentiality requirements.
The Contractor shall have written policies and procedures and train staff on securing and storing
medications; labeling and administering medications as ordered by a physician; recording
medication administration, youth request for adjustment or change, and any side effects and
notifying physician or advanced practice registered nurse immediately of possible side effects;
and disposing of medications.
The program actively engages the youth in planned, structured, therapeutic activities, rooted in
evidence-based treatment, throughout the day. There is a predictable and orderly routine that
allows the youth to develop and enhance interpersonal skills and behaviors.
The respite foster home program has clear procedures, which specify its approach to positive
evidence-based behavior management. These procedures must clearly delineate methods of
training and implementation of positive evidence-based behavioral interventions.
The Contractor has established procedures/protocols in place for managing crises effectively
and efficiently through the direct interventions of its professional clinical and medical staff.
Included in these procedures are descriptions of methods for handling emergency and crisis
situations and triaging youth who require more intensive interventions. Request for police
assistance or crisis hotline assistance are limited to situations of imminent risk of harm to self or
others.
MHP experienced in evidenced-based treatment has the clinical responsibility for the respite
program.
Emergency contact information for the parent(s) or caregiver(s) is provided to the respite foster
parent prior to or upon admission.
Please see Section | General Standards for additional clinical operation requirements:

e D. CAMHD Co-Occurring Disorders;

o F. Referral Process for Services:

= Referral Acceptance;
G. CAMHD Continuity of Care;
H. Staffing;
I. Supervision;
J. Evaluation of Staff Performance;
K. Credentialing Requirements;
N. Service Quality;
O. Minimum Reporting Requirements;
P. Risk Management:

= Criminal, Child Abuse, and Background Screening;
Safety;
Restraints and Seclusion;
Sentinel Events and Incidents;
Police.
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Documentation

In addition to the documentation requirements listed in the general standards, these requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
documentation requirements will supersede the general standards.

1. Please see Section | General Standards for additional documentation requirements:
e E. Service Planning:
= Discharge Summary;
e M. Maintenance of Service Records:
= Progress Notes.

2. Therapeutic Foster Parents shall maintain progress notes that provide a) daily attendance log
indicating the youth’s presence or absence from the home including absences of twenty-four (24)
hours or more and b) provide daily progress notes as documentation of treatment progress,
events or activities youth engaged in and developmental milestones achieved. These notes
shall be fully dated and signed by the foster parent, originals of which shall be placed in the
agency’s master youth file within seven (7) calendar days. These foster home progress notes
may be in the form of a checklist or written note.
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H. RESPITE HOMES

Definition

Mental health respite homes provide safe, short-term and
supportive environments for youth with emotional and/or
behavioral challenges. These homes provide structured relief to
the parent(s)/caregiver(s) and families of these youth. This
services provides support to the parent(s)/caregiver(s) in their
efforts to continue caring for the youth in the home setting, thus
reducing the risk of out of home placements at a higher level of
care.

Services Offered

1. Services are available twenty-four (24) hours/seven (7) days
a week.

2. Activities that support the development of age-appropriate
daily living skills.

3. Culturally relevant recreational and social activities that are
rooted in evidence-based treatment and that support the
development of interpersonal relationship and life skills
through modeling and coaching.

4. On-call crisis intervention and support to respite home
providers on a twenty-four (24) hour basis.

5.  Medication monitoring.

Admission Criteria

All of the following criteria are met:

1. The identified youth meets at least one (1) Service Eligibility
criteria for CAMHD (as described in General Standards,
Section A, Access & Availability).

2. The youth is registered with a Branch, and has an assigned
MHCC.

3. Youth is between twelve (12) and eighteen (18) years of
age.

4. Respite Supports have been offered to the family and:

a. Have been previously exhausted by the family; or
b. Are unable to be used by the family at this time.

5. Respite Home Service is deemed necessary to support the

goals and objectives in the CSP.

Initial Authorizations

Authorization may be up to a maximum of four (4) units per fiscal
year by the MHCC.

Units may be used in one (1) episode (e.g. one (1) four-day
respite) or over several episodes of care (e.g. four (4) one-day
respites) or combined in others way to best meet the needs of the
youth and family.

Unit = One (1) day

Re-Authorization

Not applicable

Continuing Stay Criteria

Not applicable
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Discharge Criteria

One (1) of the following criteria must be met:

1. The youth no longer eligible for CAMHD services. As part of
discharge, the MHCC will help coordinate transfer to
appropriate treatment services in the least disruptive
manner possible;

2.  Family has been provided at least twenty-four (24) hours of
respite;

3. A supportive living environment is established in the youth’s
home setting; and

4.  Youth requires a higher level of care and is transferred out
of Respite Home Service.

Service Exclusions

Not offered at the same time as any out-of-home services.
Respite Home is not a stand-alone service but is part of a
larger treatment plan.

N

Clinical Exclusions

Youth in need of immediate crisis stabilization because of active
suicidal, homicidal, or psychotic behavior. Youth's clinical issues
interfere with the safe provision of services in this level of care.

Staffing Requirements:
In addition to the staffing requirement listed in the general standards, these staff requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
staffing requirements will supersede the general standards.

1.

2.

At minimum, two (2) staff shall be on duty per shift in each living unit, with one (1) staff awake

during overnight shifts.

A ratio of not less than one (1) staff to four (4) youth is maintained at all times, however there is a
minimum requirement of two (2) staff on duty at all times.
At least one (1) staff member per shift is required to have a current CPR and First Aid

certification.

Respite Home program staff must be supervised by a QMHP with experience in evidence-based

treatments.

Youth who are unable to attend regularly scheduled day activities (e.g. school, work) must be
provided supervision and therapeutic structure by program staff.

Staffing schedules shall reflect overlap in shift hours to accommodate information exchange for
continuity of youth treatment, adequate numbers of staff reflective of the tone of the unit,
appropriate staff gender mix, and the consistent presence and availability of a professional staff.
The program must adhere to all applicable facility licensing requirements/regulations.

The program is required to have a psychiatrist or psychologist that provides twenty-four (24)
hours on-call coverage, seven (7) days a week.

Provider is to follow all applicable professional practice standards and ethical guidelines.

All respite home staff must be trained in the provision of short-term care for youth with emotional
and/or behavioral challenges, including training on medication administration.

A licensed registered nurse is on staff or on contract to establish the system of operation for
administering or supervising youth’s medication and medical needs or requirements, monitoring
the youth’s response to medications, and training staff to administer medication and proper

protocols.
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Clinical Operations

In addition to the clinical operation requirements listed in the general standards, these requirements
must also be followed. If the standards referenced here differ from those in the general standards,
these clinical operation requirements will supersede the general standards.

1.
2.
3.

Services are available twenty-four (24) hours a day, seven (7) days a week.
The program will not exceed four (4) youth per residence.
The program actively engages the youth in planned, structured, therapeutic activities, rooted in
evidence-based treatment, throughout the day. There is a predictable and orderly routine that
allows the youth to develop and enhance interpersonal skills and behaviors.
The physical setting is home-like and furnished appropriate to the youths’ developmental age.
The respite home program has clear procedures, which specify its approach to positive
evidence-based behavior management. These procedures must clearly delineate methods of
training and implementation of positive evidence-based behavioral interventions.
The Contractor has established procedures/protocols in place for managing crises effectively
and efficiently through the direct interventions of its professional clinical and medical staff.
Included in these procedures are descriptions of methods for handling emergency and crisis
situations and triaging youth who require more intensive interventions. Request for police
assistance or crisis hotline assistance are limited to situations of imminent risk of harm to self or
others.
A QMHP experienced in evidenced-based treatment has the clinical responsibility for the respite
program.
Emergency contact information for the parent(s) or caregiver(s) is provided to the respite home
provider prior to or upon admission.
Please see Section | General Standards for additional clinical operation requirements:

o F. CAMHD Referral Process for Services:

= Referral Acceptance;
G. CAMHD Continuity of Care;
H. Staffing:
I. Supervision;
J. Evaluation of Staff Performance;
K. Credentialing Requirements;
N. Service Quality;
O. Minimum Reporting Requirements;
P. Risk Management:
Criminal, Child Abuse, and Background Screening;
Safety;
Restraints and Seclusion;
Sentinel Events and Incidents;
Police.

Documentation

In addition to the documentation requirements listed in the general standards, these requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
documentation requirements will supersede the general standards.

1.

The respite home program shall maintain notes that provide a) a daily attendance log indicating
the youth’'s presence or absence from the home including absences of twenty-four (24) hours or
more b) daily progress notes as documentation of events or activities youth engaged in. These
notes shall be fully dated and signed by staff, originals of which shall be maintained in the
agency’s master youth file within twenty-four (24) hours of service.
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2. Please see Section | General Standards for additional documentation requirements:
o E. Service Planning:
= Discharge Summary;
e M. Maintenance of Service Records:
= Progress Notes.
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COMMUNITY MENTAL HEALTH SHELTER

Definition

Provide twenty-four (24) hour temporary short-term care for youth
who are awaiting placement in an appropriate treatment facility.
The youth usually remain involved in community-based
educational, recreational, and occupational activities. These
homes typically provide services for eight (8) youth per home. In
this level of care, youth are supervised and provided services by
professional and paraprofessional staff that have been recruited
and trained to work with youth with emotional and behavioral

challenges.
Services Offered 1. Services are available twenty-four (24) hours/seven (7) days
a week.

2. Services are provided in a twenty-four (24) hour supervised
residential setting.

3. Psycho-education and skill building activities that improve
social interactions, self- esteem and self-management
services.

4. On-call crisis intervention and support to shelter providers
on a twenty-four (24) hour basis.

5. Activities that support the development of age-appropriate
daily living skills.

6. Culturally relevant recreational and social group activities
that are rooted in evidence-based treatment that supports
the development of interpersonal relationship and life skills
through modeling and coaching.

7. Individual Therapy at least one (1) time per week to address
identified issues.

8. Family Therapy at least two (2) times per month as
indicated in youth’s plan*.

9. Medication monitoring.

10. The program staff support youth with completing school

assignments including evening and weekends and
coordinates with the schools to ensure the youth continues
their educational progress.

Admission Criteria

All of the following criteria are met:

1.

2.

3.

4,

5.

The identified youth meets at least one (1) of the Service
Eligibility criteria for CAMHD (as described in General
Standards, Section A, Access & Availability);

The youth is registered with a Branch, and has an assigned
MHCC;

The youth must be between the ages of twelve (12) to
eighteen (18) years of age;

Youth is on an appropriate treatment facility active waitlist;
and

Youth will transition out of the shelter within one (1) month.

Initial Authorizations

Authorization may be up to fifteen (15) units the by MHCC.

" See performance standard for service referenced.
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Unit = One (1) day.

Re-Authorization Reauthorize may be up to fifteen (15) units with approval from
MHS1.

Unit = One (1) day

Continuing Stay Criteria | All of the following criteria are met as determined by treatment
team review:

1. Youth is still on active waitlist awaiting opening in an
appropriate treatment facility; and

2. Youth is expected to transition out of shelter within the next
two weeks.

Discharge Criteria One (1) of the following criteria must be met:

1. Theyouth is no longer eligible for CAMHD services. As part
of discharge, the MHCC will help coordinate transfer to
appropriate treatment services in the least disruptive
manner possible;

2. The youth/family no longer wants to participate in this
service and revokes consent with no imminent danger to
self or others; or

3. Youth has transitioned to an appropriate treatment facility.

Service Exclusions Not offered at the same time as any out-of-home services or
Intensive Home, Community-based services or Intensive
Outpatient service.

Clinical Exclusions Youth in need of immediate crisis stabilization because of active
suicidal, homicidal, or psychotic behavior.

Staffing Requirements:

In addition to the staffing requirements listed in the general standards, these staff requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
staffing requirements will supersede the general standards.

1.

2.

At minimum, two (2) staff shall be on duty per shift in each living unit, with one (1) staff awake
during overnight shifts.

A ratio of not less than one (1) staff to four (4) youth is maintained at all times, however there is a
minimum requirement of two (2) staff on duty at all times.

At least one (1) staff member per shift is required to have a current CPR and First Aid
certification.

All staff are trained in the provision of psycho-educational and counseling service for youth with
emotional and/or behavioral challenges.

A licensed registered nurse is on staff or on contract to establish the system of operation for
administering or supervising youth’s medication and medical needs or requirements, monitoring
the youth’s response to medications, and training staff to administer medication and proper
protocols.

Therapeutic living programs must be supervised by a QMHP with experience in evidence-based
treatments. Staff includes: paraprofessionals, MHPs and QMHPs.
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9.

10.

11.

Youth who are unable to attend regularly scheduled day activities (e.g. school, work) must be
provided supervision and therapeutic structure by program staff.

Staffing schedules shall reflect overlap in shift hours to accommodate information exchange for
continuity of youth treatment, adequate numbers of staff reflective of the tone of the unit,
appropriate staff gender mix, and the consistent presence and availability of a professional staff.
The program must adhere to all applicable facility licensing requirements/regulations.

The program must have a psychiatrist or psychologist that provides twenty-four (24) hour on-call
coverage, seven (7) days a week, through a contractual relationship or on staff.

Provider is to follow all applicable professional practice standards and ethical guidelines.

Clinical Operations

In addition to the clinical operation requirements listed in the general standards, these requirements
must also be followed. If the standards referenced here differ from those in the general standards,
these clinical operation requirements will supersede the general standards.

1.
2.
3.

Services are available twenty-four (24) hours a day, seven (7) days a week.
The program will not exceed eight (8) youth per residence.
The agency has on-call crisis intervention and support available to the shelter program on a
twenty-four (24) hour basis.
The program actively engages the youth in planned, structured, therapeutic activities, rooted in
evidence-based treatment, throughout the day, seven (7) days a week. There is a predictable
and orderly routine that allows the youth to develop and enhance interpersonal skills and
behaviors.
The physical setting is home-like and furnished appropriate to the youths’ developmental age.
The youth are encouraged to appropriately decorate and maintain their personal space.
Contractor must provide schools with emergency contact information for staff response in cases
of iliness or incident within the school setting, for those youth attending community schools.
The program has clear procedures, which specify its approach to positive evidence-based
behavior management. These procedures must clearly delineate methods of training and
implementation of positive evidence-based behavioral interventions.
The agency has established procedures/protocols in place for managing crises effectively and
efficiently through the direct interventions of its professional clinical and medical staff. Included
in these procedures are descriptions of methods for handling emergency and crisis situations
and triaging youth who require more intensive interventions. Request for police assistance or
crisis hotline assistance are limited to situations of imminent risk of harm to self or others.
Please see Section | General Standards for additional clinical operation requirements:

e D. CAMHD Co-Occurring Disorders;

o F. Referral Process for Services:

= Referral Acceptance;
G. CAMHD Continuity of Care;
H. Staffing:
I. Supervision;
J. Evaluation of Staff Performance;
K. Credentialing Requirements;
N. Service Quality;
O. Minimum Reporting Requirements;
P. Risk Management:

= Criminal, Child Abuse, and Background Screening;

= Safety;

= Restraints and Seclusion;

= Sentinel Events and Incidents;
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=  Police.

Documentation
In addition to the documentation requirements listed in the general standards, these requirements must

also be followed. If the standards referenced here differ from those in the general standards, these
documentation requirements will supersede the general standards.

1. Please see Section | General Standards for additional documentation requirements:

e E. Service Planning:
» Mental Health Treatment Plan including transition, crisis and discharge planning;
= Discharge Summary;
e M. Maintenance of Service Records:
= Progress Notes;
e O. Minimum Reporting Requirements:
= Monthly Treatment and Progress Summary.

Page 175
Educationally Supportive Intensive Mental Health Services
Community Mental Health Shelter



INTERAGENCY PERFORMANCE STANDARDS AND PRACTICE GUIDELINES

J. THERAPEUTIC FOSTER HOME

Definition

This service is an intensive community-based treatment service
provided in a home setting for youth with emotional challenges.
Specialized therapeutic foster care incorporates evidence-based
psychosocial treatment services. These homes provide a
normative, community-based environment through therapeutic
parental supervision, guidance, and support for youth capable of
demonstrating growth in such a setting. These youth are generally
capable of attending their home school or an alternative
community educational or vocational program. Such homes may
also be beneficial for youth in transition from a more restrictive
placement as these homes offer a family-like orientation. Foster
homes with therapeutic services are appropriate for youth in need
of relatively long-term treatment placements of six (6) to nine (9)
months and/or shorter-term crisis stabilization.

Services Offered

1. Intake evaluation and informal assessment of each youth for
appropriateness for program.

2. Evidence-based treatment training, including positive
behavioral support training, for the therapeutic foster care
parents as well as for the family of origin.

3. Treatment team participates in regular face-to-face

meetings [no less than two (2) one-hour meetings per

month] with the specialized therapeutic foster parents in
order to monitor the youth’s progress and to discuss
treatment strategies and services.

Skills development activities for the youth.

Supportive counseling for the youth.

Coordination with school personnel to implement and

provide academic support in the foster home setting for the

youth.

7. Weekly evidence-based Family Therapy services are
provided to the family of origin of each youth in placement
as indicated on the youth’s plan’. The therapist’s role is to
support the family with an emphasis on family-based
implementation of individualized behavioral approaches
developed in the TFH setting. The program meets weekly
with the parents of origin, from the first week the youth
begins foster care placement until the youth transitions out
of foster care placement, to provide parent education,
information and skill building as necessary for them to
implement the evidence-based interventions in the home of
origin that have been found to be effective for the youth.”

8. Where custody has been permanently removed from the
family of origin, or where long-term foster custody has been
arranged with an identified DHS foster family and the youth
will not be returned to the home setting, a DHS identified
adult/parental figure able to assume long-term parenting

o gk

" See performance standard for service referenced.
See performance stand for service referenced.
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10.

responsibilities will participate in the weekly family therapy
sessions.

Active, on-going treatment for the youth is based on the
measurable goals and objectives that are part of the CSP
and MHTP. The treatment is focused on returning the youth
home. Where DHS holds permanent custody or where long-
term foster custody has been arranged with an identified
DHS family, these goals are integrated with the permanency
plans and/or support successful transition of the youth to
ongoing DHS foster care or to an independent living
program.

Weekly evidence-based Individual Therapy is provided to
each youth to address identified issues*. The therapist’s
role is to support the youth’s adjustment in the foster home
where the main treatment effect is to occur. The therapist’s
job is to provide support for the youth and to help him/her
acquire and practice the skills needed to relate successfully
to adults and peers.

Admission Criteria

All of the following criteria are met:

1.

The identified youth meets at least one (1) of the Service
Eligibility criteria for CAMHD (as described in General
Standards, Section A, Access & Availability);

The youth is registered with a Branch, and has an assigned
MHCC;

The youth must be between the ages of three (3) and
seventeen (17);

The youth has identified challenging behavioral or emotional
mental health issues that requires temporary out-of-home
placement;

There must be a reasonable expectation that the youth and
the family can benefit from therapeutic foster care within six
(6) to nine (9) months;

The measurable treatment goals are identified in the youth’s
CSP prior to admission;

An adequate trial of active treatment at a less restrictive
level had been unsuccessful or given serious consideration
and found to be inappropriate;

The CSP identifies this services and measurable objectives
for outcomes of this service prior to admission; and

Youth’s documented needs can best be met in a structured
and consistent family-like environment.

Initial Authorizations

Authorization may be up to thirty-one (31) units per month for three
(3) months by the MHCC.

Unit = One (1) day.

Re-Authorization

Reauthorize may be up to thirty-one (31) units per month for six (6)
months with approval by the MHS1.
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Unit = One (1) day.

Any request for re-authorization beyond nine (9) months must be
approved by the Clinical Psychologist.

Continuing Stay Criteria

All of the following criteria are met as determined by treatment

team review:

1. All admission criteria continue to be met;

2. Services/items are being provided as indicated in the CSP
and MHTP and there are regular and timely assessments
and documentation of youth/family response to services.
Timely and appropriate modifications are made to services
and plan as needed;

3.  The youth continues to have challenging behavioral or
emotional mental health issues and therapeutic foster care
is the most appropriate means of meeting those needs; and

4. There is a reasonable expectation that within an additional

four (4) weeks the youth will continue to make significant
progress toward reaching the treatment goals identified in
the MHTP and CSP.

Discharge Criteria

One (1) of the following criteria must be met:

1.

The youth is no longer eligible for CAMHD services. As part
of discharge, the MHCC will help coordinate transfer to
appropriate treatment services in the least disruptive
manner possible;

The youth/family no longer wants to participate in this
service and revokes consent with no imminent danger to
self or others;

Targeted symptoms and/or behaviors have abated to a level
of severity which no longer requires this level of care as
documented by attainment of goals in the MHTP and CSP;
Youth has demonstrated minimal or no progress toward
treatment goals for a two (2) month period and appropriate
modifications of the MHTP have been made and
implemented with no significant success and the CSP team
determines that the youth is not benefiting from this services
at this time;

Youth exhibits new symptoms and/or maladaptive behaviors
which cannot be safely and effectively address through this
service;

The youth has made progress on goals and objectives
outlined in the CSP/MHTP such that he or she is able to
transition back to his/her family; and

The youth has the knowledge and supports necessary to
sustain treatment outcomes and to support a successful
transition to a permanent placement or independent living
program.

Service Exclusions

=

Not offered at the same time as any out-of-home service.
Not offered at the same time as any Intensive In-Home
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Intervention, Multisystemic Therapy, Functional Family
Therapy or intensive outpatient services except where the
youth will be transitioned out of the TFH and into the
identified service within thirty (30) days referral.

Clinical Exclusions Youth in need of immediate crisis stabilization because of active
suicidal, homicidal, or psychotic behavior. Once stable, youth who
otherwise meet the eligibility criteria may be referred into a
therapeutic foster home.

Staffing Requirements:

In addition to the staffing requirements listed in the general standards, these staff requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
staffing requirements will supersede the general standards.

1.

2.

Foster parents must be licensed with the Department of Human Services prior to service
initiation.

Foster families are required to receive at least two (2) hours a month of supervision from a
Contractor’'s MHP. One (1) hour of the required supervision may be multi-family or group
supervision.

Contractor must have a QMHP that oversees all program staff and is responsible for all clinical
decisions made.

Clinical Operations

1.

wnN

In addition to the clinical operation requirements listed in the general standards, these
requirements must also be followed. If the standards referenced here differ from those in the
general standards, these clinical operation requirements will supersede the general standards.
Services are available twenty-four (24) hours a day, seven (7) days a week.

The program provides foster parents with a written plan for providing emergency and psychiatric
care prior to placement.

In addition to all requirements for licensure of therapeutic foster families, Contractors will ensure
that all therapeutic foster families receive at least twenty (20) hours of initial orientation to
include: orientation to the Contractor agency; orientation to the Hawaii Child-Serving System and
the role of Therapeutic Foster Care; understanding children and youth with emotional
disturbances; providing positive behavioral support to children and adolescents; how to work as
part of a treatment team; how to relate to the foster child’s parents and family members; a review
of State laws regarding child abuse and neglect reporting, reporting criminal behavior, and
threats regarding suicide and homicide; how to access Contractor’s respite homes and CPR and
First Aid.

On an on-going basis, therapeutic foster families shall receive at least twenty (20) hours of
training annually on topics related to mental health special needs youth. Documentation of all
therapeutic foster family training is the responsibility of the Contractor.

The foster home will have no more than two (2) minor youth in the home and no more than two
(2) foster youth in placement with them, unless a waiver is requested and approved by CAMHD
for a sibling group placed together. There shall be a minimum of one (1) adult at home
whenever the youth is present. The agency shall ensure additional staff support as necessary.
A QMHP or QMHP-supervised MHP provides weekly evidence-based family therapy services to
the family of origin of each youth in placement as well as weekly evidenced-based treatment to
each youth in the program.
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At contract award, all Contractors of Therapeutic Foster Homes Services shall submit a list of
foster families with all of the following information required on the Therapeutic Foster Home
Profile Form (See Appendix B-15). Thereafter, biannually, and if necessary upon CAMHD’s
request, the Contractors shall update this report and submit any changes to the CAMHD Clinical
Services Office, Utilization Management Section that shall maintain the information in
accordance with all confidentiality requirements.
The Contractor shall have written policies and procedures and train staff on securing and storing
medications; labeling and administering medications as ordered by a physician; recording
medication administration, youth request for adjustment or change, and any side effects and
notifying physician or advanced practice registered nurse immediately of possible side effects;
and disposing of medications.
The Contractor must have policies that ensure that foster parents plan for the foster youth’s
regular medical and dental services, and keep the provider agency informed of any health
problems or any changes that adversely affect the youth in foster care.
Program has an intake process that includes integration of information available on youth/family
in the treatment planning to ensure appropriate and effective treatment. Program also has an
established protocol for orienting youth to the program.
The Contractor must have clear procedures, which specify its approach to positive evidence-
based behavior management and to evidence-based family therapy interventions. These
procedures must clearly delineate methods to be used for the training and implementation of
these evidence-based behavioral interventions.
The Contractor has established procedures/protocols in place for managing crises effectively
and efficiently through the direct interventions of its professional staff. Included in these
procedures are descriptions of methods for handling emergency and crisis situations and triaging
youth who require more intensive interventions. Request for police assistance or crisis hotline
assistance are limited to situations of imminent risk of harm to self or others.
The Contractor must do a Summary Annual Assessment for SEBD eligible youth in their care at
the time the annual assessment is due on youth who have received at least three (3) months of
services from the Contractor. See Summary Annual Assessment performance standards in
Section II, Part D.
Eight (8) therapeutic passes are allowed per episode of care for each youth in the program to
assist him/her in meeting the MHTP goals as defined in the general standards.
Up to seven (7) bed hold days may be used to reserve the bed for a youth who is absent from
the program as defined in the general standards.
Please see Section | General Standards for additional clinical operation requirements:

e D. CAMHD Co-Occurring Disorders;

o F. Referral Process for Services:

= Referral Acceptance;
G. CAMHD Continuity of Care;
H. Staffing;
I. Supervision;
J. Evaluation of Staff Performance;
K. Credentialing Requirements;
N. Service Quality;
O. Minimum Reporting Requirements;
P. Risk Management:

= Criminal, Child Abuse, and Background Screening;

= Safety;

»= Restraints and Seclusion;

= Sentinel Events and Incidents;
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= Police;
e V. Bed Hold and Therapeutic Passes:
= Bed Hold;

= Therapeutic Pass.

Documentation

In addition to the documentation requirements listed in the general standards, these requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
documentation requirements will supersede the general standards.

1. Please see Section | General Standards for additional documentation requirements:
e E. Service Planning:
= Mental Health Treatment Plan including transition, crisis and discharge planning
= Discharge Summary;
¢ M. Maintenance of Service Records;
e O. Minimum Reporting Requirements:
= Monthly Treatment and Progress Summary;

2.  Therapeutic Foster Parents shall maintain progress notes that provide a) daily attendance log
indicating the youth’s presence or absence from the home including absences of twenty-four (24)
hours or more and b) provide daily progress notes as documentation of treatment progress,
events or activities youth engaged in and developmental milestones achieved. These notes
shall be fully dated and signed by the foster parent, originals of which shall be placed in the
agency’s master youth file within seven (7) calendar days. These foster home progress notes
may be in the form of a checklist or written note.
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K. MULTIDIMENSIONAL TREATMENT FOSTER CARE

Definition

Multidimensional Treatment Foster Care (MTFC) services are
intensive family-based services provided in a foster family setting
to youth with a history of delinquent and/or disruptive behaviors
and emotional challenges.

The two (2) major aims of MTFC are:

1. To create opportunities so that youth are successfully able
to live in foster families rather than in group or institutional
settings, and

2. To simultaneously prepare parents, relatives, or other
aftercare resources to provide these same youth with
effective parenting so that positive changes made in the
MTFC setting can be sustained over the long run.

MTFC is an evidence-based treatment intervention which utilizes
trained and supervised foster parents to:

1. Provide youth in care with close supervision;

2. Provide youth with fair and consistent limits and
consequences;

3. Provide a supportive relationship with the youth; and

4.  Minimize association with peers who may be a bad
influence.

Youth in MTFC are generally capable of attending their home
school or an alternative community-based educational/vocational
program. Placements generally range from six (6) to nine (9)
months. This level of care is primarily intended as an alternative to
Therapeutic Group Home or Community-based Residential
setrvice.

Services Offered

1. The program has an intake process that includes
introducing the youth and family to the program, review and
assessment of existing documentation to integrate into the
treatment plan within their milieu.

2. Maintain collateral contacts with the MHCC.

3. Crisis management 24 hours/day, 7 days/week as needed.

4. MTFC Foster Parents provide closely supervised behavioral
interventions via an individualized level and point system
and contingent positive and negative consequences.

5.  The MTFC Clinical Supervisor participates in weekly face-
to-face meetings with all foster parents and with all Clinical
Team members in order to monitor each youth’s progress,
discuss treatment strategies, and effectively track outcomes.

6. The MTFC Parent Daily Report (PDR) Caller maintains daily
contact with all foster parents in order to monitor progress
via the collection of behaviorally based data.

7. MTFC Foster Parents coordinate with school personnel via
a Daily School Card in order to strengthen effective
academic support in the home setting.

8. An MTFC Peer Counselor provides individualized pro-social
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10.

11.

activities coaching for each youth weekly.

The MTFC Individual Therapist provides weekly sessions
with each youth in support of individualized behavioral
approaches developed over time in the MTFC setting.

The MTFC Family Therapist provides weekly evidence-
based therapy to the youth’s family of origin with an
emphasis on family-based implementation of individualized
behavioral approaches developed in the MTFC setting.
Active, on-going treatment is based on measurable goals
and objectives that are part of the youth’s CSP and MHTP.
Treatment is focused on returning the youth home or, for
youth in DHS custody, on successful transition to a kinship
placement, long-term foster family, or independent living
program.

Admission Criteria

All of the following criteria are met:

1.

The identified youth meets at least one (1) of the Service
Eligibility criteria for CAMHD (as described in General
Standards, Section A, Access & Availability);

The youth is registered with a Branch, and has an assigned
MHCC;

The youth must be between the ages of eleven (11) and
seventeen (17);

The youth must be identified as needing an out-of-home
service due to severe and persistent problem behavior. The
CSP identifies this service and measurable objectives for
outcomes of this service prior to admission;

There must be reasonable expectation that the youth and
family can benefit from MTFC within six (6) to nine (9)
months;

An adequate trial of active treatment at a less restrictive
level had been unsuccessful or given serious consideration
and found to be inappropriate. This level of care is primarily
intended as an alternative to group or residential treatment;
and

The youth must have an adult/parental figure able to
assume the long term parenting role and to actively
participate with MTFC service providers for the duration of
treatment.

Initial Authorizations

Authorization may be up to thirty-one (31) units per month by
MHCC for three (3) months.

Unit = One (1) day.

Re-Authorization

Re-authorize may be up to thirty-one (31) units per month with
approval from the MHS1 up to six (6) months.

Unit = One (1) day.

Any request for re-authorization beyond nine (9) months must be
approved by the Clinical Psychologist.
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Continuing Stay Criteria

All of the following criteria are met as determined by treatment

team review:

1. All admission criteria continue to be met;

2. Services are being provided as indicated in the CSP and
MHTP and there are regular and timely assessments and
documentation of youth/family response to services. Timely
and appropriate modifications are made to services and
plan as needed;

3.  The youth continues to exhibit willful delinquent and
disruptive behavior indicating that MTFC is the most
appropriate means of addressing those needs; and

4. There is a reasonable expectation that within four (4) weeks

the youth/family will continue to make significant progress
toward reaching the treatment goals identified at the outset
of MTFC.

Discharge Criteria

One (1) of the following discharge must be met:

1.

The youth is no longer eligible for CAMHD services. As part
of discharge, the MHCC will help coordinate transfer to
appropriate treatment services in the least disruptive
manner possible;

The treatment team determines that service is no longer
needed as there is a decrease in the identified problematic
behavior and/or an increase in the developmentally
appropriate pro-social behavior in home, family, school, and
community settings;

The youth/family no longer wants to participate in this
service and revokes consent with no imminent danger to
self or others;

Youth has demonstrated minimal or no progress toward
treatment goals for a two (2) month period and appropriate
modifications of the treatment plan have been made and
implemented with no significant success, suggesting the
youth is not benefiting from this services at this time;

Youth exhibits new symptoms and/or maladaptive behaviors
which cannot be safely and effectively address through this
service as determined by CSP team;

The youth has made progress on goals and objectives
outlined in the CSP/MHTP such that he or she is able to
transition back to the family setting; and

The youth has the knowledge and supports necessary to
sustain treatment outcomes and to support a successful
transition to a permanent placement.

Service Exclusions

wnN

No treatment outside the MTFC program should co-occur
during placement with the exception of medication
management, as needed.

Not offered at the same time as any out-of-home service.
Not offered at the same time as any Intensive In-Home
Intervention, Multisystemic Therapy, Functional Family
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Therapy or intensive outpatient services except where the
youth will be transitioned out of the MTFC and into the
identified service within thirty (30) days referral.

Clinical Exclusions 1. Youth for whom a primary caregiver cannot be identified
despite extensive efforts to locate all extended family, adult
friends, and other potential surrogate caregivers.

2. Youth whose cognitive capacity prevents effective working
with MTFC’s point and level system.

3. Youth in need of immediate crisis stabilization because of
active suicidal, homicidal, or psychotic behavior.

4.  Youth with a currently active thought disorder or other
severe mental illness. Once stable, youth who otherwise
meet the eligibility criteria may be referred into the program.

Staffing Requirements

In addition to the staffing requirements listed in the general standards, these staff requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
staffing requirements will supersede the general standards.

1. Foster parents must be licensed with the Department of Human Services prior to initiating
services.

2. In addition to all requirements for licensure, Contractor will ensure that all MTFC families receive
at least twenty (20) hours of initial orientation to include: orientation to the contractor agency,
child management, and participation in treatment team meetings/discussions before the first
youth is placed in the foster home. On an on-going basis, families shall receive at least twenty
(20) hours of training annually on topics related to mental health special needs youth.

3. Foster parents (at least one parent) are required to receive at least two (2) hours a month

supervision from the MTFC clinical supervisor.

The MTFC clinical supervisor must be a QMHP who oversees all MTFC staff and is responsible

for all clinical decisions made.

The individual therapist must be an MHP.

The family therapist must be an MHP.

Peer Counselor is a paraprofessional or preferably a credentialed peer counselor.

The PDR caller will typically be a paraprofessional with previous foster care or data entry

experience.

»

© NG

Clinical Operations

In addition to the clinical operation requirements listed in the general standards, these requirements
must also be followed. If the standards referenced here differ from those in the general standards,
these clinical operation requirements will supersede the general standards.

1. Services are available twenty-four (24) hours a day, seven (7) days a week.

2. Prior to placement program provides foster parent with a written plan for providing emergency
and psychiatric care.

3. The agency has established procedures/protocols in place for managing crises effectively and
efficiently through the direct interventions of its professional staff. Included in these procedures
are descriptions of methods for handling emergency and crisis situations and triaging youth who
require more intensive interventions. Request for police assistance or crisis hotline assistance
are limited to situations of imminent risk of harm to self or others.
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Service delivery must be preceded by a thorough assessment of the youth and their family so
that an appropriate and effective treatment plan can be developed. A complete intake,
screening, and assessment are provided to each youth prior to or upon admission.
Program has an intake process that includes integration of information available on youth/family
in the treatment planning to ensure appropriate and effective treatment. Program also has an
established protocol for orienting youth to the program.
The home may have biological and/or adopted minor youth in the home and no more than one
(1) foster youth in the home, unless a waiver is requested and approved by MTFC for a sibling
group placed together. There shall be a minimum of one (1) adult at home whenever the
youth(s) is present. The Contractor shall provide additional staff support as necessary.
The Contractor must have policies that ensure that foster parents plan for the youth’s regular
medical and dental services, and keep the provider agency informed of any health problems or
any changes that adversely affect the youth in foster care.
At contract award, all Contractors of Therapeutic Foster Homes Services shall submit a list of
foster families with all of the following information required on the Therapeutic Foster Home
Profile Form (See Appendix B-15). Thereafter, biannually, and if necessary upon CAMHD’s
request, the Contractors shall update this report and submit any changes to the CAMHD Clinical
Services Office, Utilization Management Section that shall maintain the information in
accordance with all confidentiality requirements.
The Contractor shall have written policies and procedures and train staff on securing and storing
medications; labeling and administering medications as ordered by a physician; recording
medication administration, youth request for adjustment or change, and any side effects and
notifying physician or advanced practice registered nurse immediately of possible side effects;
and disposing of medications.
The Contractor must have clear procedures, which specify its approach to positive evidence-
based behavior management and to evidence-based family therapy interventions. These
procedures must clearly delineate methods to be used for the training and implementation of
these evidence-based behavioral interventions.
Provider is to follow all applicable professional practice standards and ethical guidelines.
Eight (8) therapeutic passes are allowed per episode of care for each youth in the program to
assist him/her in meeting the MHTP goals as defined in the general standards.
Up to seven (7) bed hold days may be used to reserve the bed for a youth who is absent from
the program as defined in the general standards.
The Contractor must do a Summary Annual Assessment for SEBD eligible youth in their care at
the time the annual assessment is due on youth who have received at least three (3) months of
services from the Contractor. See Summary Annual Assessment performance standards in
Section II, Part D.
Please see Section | General Standards for additional clinical operation requirements:

e D. CAMHD Co-Occurring Disorders;

o F. Referral Process for Services:

= Referral Acceptance;
G. CAMHD Continuity of Care;
H. Staffing;
I. Supervision;
J. Evaluation of Staff Performance;
K. Credentialing Requirements;
N. Service Quality;
O. Minimum Reporting Requirements;
P. Risk Management:

= Criminal, Child Abuse, and Background Screening;

Page 186
Educationally Supportive Intensive Mental Health Services
Multidimensional Treatment Foster Care



INTERAGENCY PERFORMANCE STANDARDS AND PRACTICE GUIDELINES

= Safety;
= Restraints and Seclusion;
= Sentinel Events and Incidents;
=  Police;

e V. Bed Hold and Therapeutic Passes:
= Bed hold;

= Therapeutic Pass.

Documentation

1. In addition to the documentation requirements listed in the general standards, these
requirements must also be followed. If the standards referenced here differ from those in the
general standards, these documentation requirements will supersede the general standards.

2. Please see Section | General Standards for additional documentation requirements:

e E. Service Planning:
» Mental Health Treatment Plan including transition, crisis and discharge planning;
= Discharge Summary;

e M. Maintenance of Service Records;

¢ O. Minimum Reporting Requirements:
= Monthly Treatment and Progress Summary;

3.  The foster parents shall maintain notes that provide a) a daily attendance log indicating the
youth’s presence or absence from the home including absences of twenty-four (24) hours or
more b) daily progress notes as documentation of treatment progress, events or activities youth
engaged in or developmental milestones achieved. These notes shall be fully dated and signed
by the foster parent, originals of which shall be maintained in the youth’s file within twenty-four
(24) hours of service and in the agency’s master youth file within seven (7) calendar days.

4.  Provider must complete all documentation requirements specific to MTFC.
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L. THERAPEUTIC GROUP HOMES

Definition

Provide twenty-four (24) hour care and integrated evidence-based
treatment to address behavioral, emotional, or systemic issues,
which prevent youth from taking part in family or community life.
Therapeutic Group Homes are designed for those whose needs
can best be met in a structured, small group, community-based
setting. The youth usually remain involved in community-based
educational, recreational, and occupational activities. These
homes typically provide services for four (4) to eight (8) youth per
home. In this level of care, youth are supervised and provided
services by professional and paraprofessional staff that have been
recruited and trained to work with youth with emotional and
behavioral challenges.

Services Offered

1. Activities that support the development of age-appropriate
daily living skills.

2. Evidence-based interventions, including positive behavioral

management.

Medication monitoring.

Individual Therapy at least one (1) time per week to address

identified issues*.

5. Group Therapy at least one (1) time per week unless contra
indicated by evidence-based research’.

6. Family Therapy at least two (2) times per month as
indicated in youth’s plan*.

7. Integrated individualized substance abuse treatment and
education as indicated in the youth’s plan.

8. Culturally relevant recreational and social group activities
that are rooted in evidence-based treatment and that
support the development of interpersonal relating and life
skills through modeling and coaching.

Hw

Admission Criteria

All of the following criteria are met:

1. The identified youth meets at least one (1) of the Service
Eligibility criteria for CAMHD (as described in General
Standards, Section A, Access & Availability);

2. The youth is registered with a Branch, and has an assigned
MHCC;

3.  The youth must be between the ages of twelve (12) and
eighteen (18) years of age;

4. The youth has identified needs that can be best met in
structured group setting. The youth is able to participate in
educational, recreational and social activities outside the
residence;

5. The CSP identifies this service and measurable objectives
for outcomes of this service prior to admission;

6. There is a reasonable expectation that the youth can benefit
from a therapeutic living program within two (2) months; and

7. An adequate trial of active treatment at a less restrictive

" See performance standard for service referenced.
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level has been unsuccessful or given serious consideration
and found to be inappropriate.

Initial Authorizations

Authorization may be up to thirty-one (31) units per month by the
MHCC for two (2) months.

Unit = One (1) day

Re-Authorization

Re-authorize may be up to thirty-one (31) units monthly with
approval from MHS1.

Unit = One (1) day.

Any request for re-authorization beyond five (5) months must be
approved by the Clinical Director.

Continuing Stay Criteria

All of the following criteria are met as determined by treatment
team review:

1. Services/items are being provided as indicated in the CSP
and MHTP and there are regular and timely assessments
and documentation of youth/family response to services.
Timely and appropriate modifications are made to services
and plan as needed,;

2. The youth continues to have specific needs that indicate this
service is the most appropriate means of addressing those
needs;

3. The youth’s progress is not sufficient to allow movement to
a less restrictive level of care; and

4. There is a reasonable expectation that the youth will
continue to make progress within the next month toward
reaching the goals and objectives identified in the youth’s
MHTP and CSP.

Discharge Criteria

One (1) of the following criteria must be met:

1. The youthis no longer eligible for CAMHD services. As part
of discharge, the MHCC will help coordinate transfer to
appropriate treatment services in the least disruptive
manner possible;

2. The youth/family no longer wants to participate in this
service and revokes consent with no danger to self or
others;

3. Targeted symptoms and/or maladaptive behaviors have
abated to a level of severity which no longer requires this
level of care as documented by attainment of goals in the
MHTP and CSP;

4.  Youth has demonstrated minimal or no progress toward
treatment goals for a two (2) month period and appropriate
modifications of the MHTP has been made and
implemented with no significant success and the CSP team
determines that the youth is not benefiting from this service
at this time; and

5.  Youth exhibits new symptoms and/or maladaptive behaviors
which cannot be safely and effectively addressed through
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this service as determined by CSP team.

Service Exclusions Not offered at the same time as any out-of-home services.
Not offered at the same time as any Intensive In-Home
Intervention, Multisystemic, Function Family Therapy or
Intensive Outpatient service, except in cases where the
youth has a planned discharge from Therapeutic Group

Home within thirty (30) days of referral.

N

Clinical Exclusions Youth in need of immediate crisis stabilization because of active
suicidal, homicidal, or psychotic behavior. Once stable, youth who
otherwise meet the eligibility criteria may be referred into the
program.

Staffing Requirements:

In addition to the staffing requirements listed in the general standards, these staff requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
staffing requirements will supersede the general standards.

1.

2.

7.

8.

Therapeutic group home staff must be supervised by a QMHP with experience in evidence-
based treatments. Staff includes: paraprofessional, MHP and QMHP.

At a minimum, two (2) staff shall be on duty per shift in each living unit, with one (1) staff awake
during overnight shifts.

A ratio of not less than one (1) staff to four (4) youth is maintained at all times, however two (2)
staff must be on duty at all times.

At least one (1) staff member per shift is required to have a current CPR and First Aid
certification.

Staffing schedules shall reflect overlap in shift hours to accommodate information exchange for
continuity of youth treatment, adequate numbers of staff reflective of the tone of the unit,
appropriate staff gender mix, and the consistent presence and availability of a professional staff.
A licensed registered nurse is on staff to establish the system of operation for administering or
supervising residents’ medications, and medical needs or requirements, monitoring the
residents’ response to medications, tracking and attending to dental and medical needs, and
training staff to administer medications and proper protocols.

The program is required to have a psychiatrist or psychologist that provides twenty-four (24) hour
on-call coverage, seven (7) days a week.

Provider is to follow all applicable professional practice standards and ethical guidelines.

Clinical Operations

In addition to the clinical operation requirements listed in the general standards, these requirements
must also be followed. If the standards referenced here differ from those in the general standards,
these clinical operation requirements will supersede the general standards.

1.

2.
3.
4

Services are available twenty-four (24) hours a day, seven (7) days a week.

The program will not exceed eight (8) youth per residence.

The program must adhere to all applicable facility licensing requirements/regulations.

The program will have an intake process that includes introducing the youth and family to the
program, review and assessment of existing documentation to integrate into the treatment plan,
crisis plan, and de-escalation plan or behavioral support plan within their milieu.

The program actively engages the youth in planned, structured, therapeutic activities, rooted in
evidence-based treatment, throughout the day, seven (7) days a week. There is a predictable
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and orderly routine that allows the youth to develop and enhance interpersonal skills and
behaviors.
The physical setting is home-like and furnished appropriate to the youths’ developmental age.
The youth are encouraged to appropriately decorate and maintain their personal space.
Youth who are unable to attend a regularly scheduled day activities (e.g. school, work) must be
provided supervision and therapeutic structure by program staff.
Program must provide schools with emergency contact information for day staff response incase
of iliness or incident within the school setting.
Families are actively involved and participate in team meetings, program events, therapy
sessions, and other activities. They are engaged in opportunities to gain knowledge and practice
of what works in the program setting that can be transferred to the home and community
environment.
The therapeutic group home program has clear procedures, which specify its approach to
positive evidence-based behavior management. These procedures must clearly delineate
methods of training and implementation of positive evidence-based behavioral interventions.
The Contractor has established procedures/protocols in place for managing crises effectively
and efficiently through the direct interventions of its professional clinical and medical staff.
Included in these procedures are descriptions of methods for handling emergency and crisis
situations and triaging youth who require more intensive interventions. Request for police
assistance or crisis hotline assistance are limited to situations of imminent risk of harm to self or
others.
The Contractor must do a Summary Annual Assessment for SEBD eligible youth in their care at
the time the annual assessment is due on youth who have received at least three (3) months of
services from the Contractor. See Summary Annual Assessment performance standards in
Section Il, Part D.
Six (6) therapeutic passes are allowed per episode of care for each youth in the program to
assist him/her in meeting the MHTP goals as defined in the general standards.
Up to seven (7) bed hold days may be used to hold the bed of a youth who is absent from the
program as defined in the general standards.
Please see Section | General Standards for additional clinical operation requirements:

e D. CAMHD Co-Occurring Disorders;

o F. Referral Process for Services:

= Referral Acceptance;
G. CAMHD Continuity of Care;
H. Staffing;
I. Supervision;
J. Evaluation of Staff Performance;
K. Credentialing Requirements;
L. Medication Monitoring / Tracking;
N. Service Quality;
O. Minimum Reporting Requirements;
P. Risk Management:

= Criminal, Child Abuse, and Background Screening;

= Safety;

» Restraints and Seclusion;

= Sentinel Events and Incidents;

=  Police;
e V. Bed Hold and Therapeutic Passes:

* Bed hold;
= Therapeutic Pass.
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Documentation

1.

In addition to the documentation requirements listed in the general standards, these
requirements must also be followed. If the standards referenced here differ from those in the
general standards, these documentation requirements will supersede the general standards.
Please see Section | General Standards for documentation requirements:
o E. Service Planning:
» Mental Health Treatment Plan including transition, crisis and discharge planning;
» Discharge Summary;
e M. Maintenance of Service Records:
= Progress Notes;
e O. Minimum Reporting Requirements:
= Monthly Treatment and Progress Summary.
A daily attendance log indicating the youth’s presence or absence from the home including
absences of twenty-four (24) hours or more and a daily progress notes as documentation of
treatment progress, events or activities youth engaged in or developmental milestones achieved.
These notes shall be fully dated and signed by the writer and supervisor if needed. Originals of
which shall be maintained in the agency’s master youth file within 24 hours of service.
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M. INDEPENDENT LIVING PROGRAMS 18 — 21

Definition

Provide twenty-four (24) hour care and integrated evidence-based
treatment planning to address the behavioral, emotional and/or
systemic issues that prevent young adults from living
independently in the community. Independent Living Programs are
designed to assist residents in developing the skills necessary to
live independently in the community upon discharge. The
Independent Living Program is responsible for linking young adults
to educational, vocational, employment, health services and
community resources. At admission, residents are not necessarily
involved in community-based educational, recreational, and/or
occupational activities during the day. Independent Living
Programs typically provide services for four (4) to eight (8) young
adults per home. In this level of care, young adults are supervised
and provided services by professionals and paraprofessionals that
have been recruited and trained to work with transitioning adults.

Services Offered

1. The program provides activities that support the
development of independent living skills.

2.  An evidenced-based curriculum is utilized to ensure timely
acquisitions of skills need for independent living.

3. Evidence-based interventions, including positive behavioral

support.

Medication monitoring.

Individual Therapy at least one (1) time per week to

address identified issues .

6. Group Therapy at least one (1) time per week to address

identified issues, unless clinically contraindicated. *

Family Therapy as indicated in young adult’s plan*.

Integrated individualized substance abuse treatment and

education as indicated in the young adult’s plan.

9. Social/recreational group activities that are rooted in
evidence-based treatment.

ok

© ~

Admission Criteria

All of the following criteria are met:

1. The identified young adult meets at least one (1) of the
Service Eligibility criteria for CAMHD (as described in
General Standards, Section A, Access & Availability);

2. The young adult is registered with a Branch, and has an
assigned MHCC;

3. The young adult must be a least eighteen (18) and younger
than twenty-one (21) years of age;

4. The young adult has identified needs that can best be met in
a structured group setting. The young adult is able to
participate in educational, vocational, employment,
recreational, and social activities outside the residence;

5.  An adequate trial of active treatment at a less restrictive
level has been unsuccessful or given serious consideration
but found to be inappropriate;

" See performance standard for service referenced.
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6. There is a reasonable expectation that the young adult can
benefit from an Independent Living Program within five (5)
months; and

7. The CSP identifies this service and measurable objectives
for outcomes of this service prior to admission.

Initial Authorizations

Authorization may be up to thirty-one (31) units per month by
MHCC for two (2) months.

Unit = One (1) day

Re-Authorization

Re-authorization may be up to thirty-one (31) units per month with
approval from the MHS1 for three (3) months.

Any request for re-authorization beyond five (5) months must be
approved by the Clinical Director.

Unit = One (1) day

Continuing Stay Criteria

All of the following criteria are met as determined by treatment
team review:

1. Services are being provided as indicated in the MHTP and
CSP and there are regular and timely assessments and
documentation of young adult’s response to services.
Timely and appropriate modifications are made to services
and plan as needed,;

2. The young adult continues to have specific needs that
indicate that ILP is the most appropriate means of
addressing those needs;

3. The young adult’s progress is not sufficient to allow
movement to a less restrictive level of care; and

4. There is a reasonable expectation that the young adult will
continue to make progress within the next month toward
reaching the goals and objectives identified in the youth’s
MHTP and CSP.

Discharge Criteria

One (1) of the following criteria must be met:

1. The young adult is no longer eligible for CAMHD services.
As part of discharge, the MHCC will help coordinate transfer
to appropriate treatment services in the least disruptive
manner possible;

2. The young adult no longer wants to participate in this
service and revokes consent with no danger to self or
others;

3.  Young adult has demonstrated minimal or no progress
toward treatment goals for a two (2) month period and
appropriate modifications of MHTP have been made and
implemented with no significant success, and the CSP team
determines that the young adult is not benefiting from this
service at this time;

4.  Young adult exhibits new symptoms or maladaptive
behaviors which cannot be safely and effectively addressed
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through this service as determined by the CSP team;

5. There is improved, sustainable emotional, behavioral, and
social functioning as evidenced by improved independent
living skills, pro-social peer affiliations, and participation in
community social/ recreational activities and documented
attainment of goals in the MHTP and CSP;

6. The young adult reaches a level of functioning that allows
for transition to independent living; and

7. The young adult has the knowledge and supports necessary
to sustain treatment outcomes and/or to support a
successful transition to live in the community.

Service Exclusions 1. Not offered at the same time as any out-of-home
placements.

2. Not offered at the same time as Intensive In-Home
Intervention, Outpatient services, except in cases where the
youth has a planned discharge from Independent Living
Program within thirty (30) days of referral.

Clinical Exclusions Youth in need of immediate crisis stabilization because of active
suicidal, homicidal, or psychotic behavior. Once stable, youth who
otherwise meet the eligibility criteria may be referred into the
program.

Staffing Requirements:

In addition to the staffing requirement listed in the general standards, these staff requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
staffing requirements will supersede the general standards.

1.

2.

No

At minimum, two (2) direct care staff shall be on duty per shift in each living unit, with one (1)
staff awake during overnight shifts.

A ratio of one (1) staff to four (4) residents is maintained at all times, however two (2) staff must
be on duty at all times.

At least one (1) staff member per shift is required to have a current CPR and First Aid
certification.

A licensed registered nurse is on staff to establish the system of operation for administering or
supervising residents’ medication and medical needs or requirements, monitoring the residents’
response to medications, tracking and attending to dental and medical needs, and training staff
to administer medication and proper protocols.

The program provides a Transition Facilitator that is assigned to each young adult enrolled the
program. Transition Facilitators must be, at minimum, a MHP.

The QMHP develops or supervises the development of the MHTP.

The Transition Facilitator works with the young adult to develop a Transition Support Plan (TSP)
that outlines measurable independent living goals and objectives to be achieved in the program.
Independent Living Program staff must be supervised by a QMHP with experience in evidence-
based treatments. Staff includes: Transition Facilitators and paraprofessionals.

Staffing schedules shall reflect overlap in shift hours to accommodate information exchange for
continuity of treatment, adequate numbers of staff reflective of the tone of the unit, appropriate
staff gender mix, and the consistent presence and availability of a professional staff.
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10.

The program is required to have a psychiatrist or psychologist provide twenty-four (24) hour on-
call coverage, seven (7) days a week.

Clinical Operations

In addition to the clinical operation requirements listed in the general standards, these requirements
must also be followed. If the standards referenced here differ from those in the general standards,
these clinical operation requirements will supersede the general standards.

1.
2.
3.

10.

11.

12.

13.

14,

Services are available twenty-four (24) hours a day, seven (7) days a week.
The program will not exceed eight (8) young adults per residence.
Program has an intake process that includes integration of information available on young
adults/family in the treatment planning to ensure appropriate and effective treatment. Program
also has an established protocol for orienting young adults to the program.
Provider is to follow all applicable professional practice standards and ethical guidelines.
The program provides professional staff during the day to be able to implement programmatic
components reflective of resident’s needs that are not in school, vocational programming or
work.
The program actively engages the young adult in planned, structured, therapeutic activities,
rooted in evidence-based treatment, throughout the day, seven (7) days a week. There is a
predictable and orderly routine that allows the young adult to develop and enhance interpersonal
skills and behaviors.
The physical setting is home-like and furnished appropriate to the young adult's developmental
age. The young adults are encouraged to appropriately decorate and maintain their personal
space.
As appropriate, family involvement is supported through participation in team meetings, program
events, therapy sessions, etc.
Program provides linkages, transportation and support to attend specialty programs (e.g. N.A,
A.A., etc.) for young adults who present dependency issues while at the program as outlined in
the MHTP/CSP.
The Contractor has established procedures/protocols in place for managing crises effectively
and efficiently through the direct interventions of its professional clinical and medical staff.
Included in these procedures are descriptions of methods for handling emergency and crisis
situations and triaging youth who require more intensive interventions. Request for police
assistance or crisis hotline assistance are limited to situations of imminent risk of harm to self or
others.
The Contractor must do a Summary Annual Assessment for SEBD eligible young adults in their
care at the time the annual assessment is due on young adult who have received at least three
(3) months of services from the Contractor. See Summary Annual Assessment performance
standards in Section Il, Part D.
Two (2) therapeutic passes are allowed per episode of care for each young adult in the program
to assist him/her in meeting the MHTP goals as defined in the general standards.
Up to seven (7) bed hold days may be used to reserve the bed for a young adult who is absent
from the program as defined in the general standards.
Please see Section | General Standards for additional clinical operation requirements:

e D. CAMHD Co-Occurring Disorders;

o F. Referral Process for Services:

= Referral Acceptance;
G. CAMHD Continuity of Care;
H. Staffing;
I. Supervision;
J. Evaluation of Staff Performance;
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o K. Credentialing Requirements;

e L. Medication Monitoring / Tracking;

e N. Service Quality;

e O. Minimum Reporting Requirements;

o P. Risk Management:
= Criminal, Child Abuse, and Background Screening;
= Safety;
=  Restraints and Seclusion;
= Sentinel Events and Incidents;
= Police;

e V. Bed Hold and Therapeutic Passes:
= Bed hold;

» Therapeutic Pass.

Documentation

In addition to the documentation requirements listed in the general standards, these requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
documentation requirements will supersede the general standards.

1. Please see Section | General Standards for additional documentation requirements:

e E. Service Planning:
» Mental Health Treatment Plan including transition, crisis and discharge planning;
= Discharge Summary;

e M. Maintenance of Service Records:
= Progress Notes;

e O. Minimum Reporting Requirements:
= Monthly Treatment and Progress Summary.

2. The Independent Living Program shall provide a daily progress note as documentation of
treatment progress and/or significant events, activities, or milestones achieved. These notes
shall be fully dated and signed by the writer and supervisor if needed. Originals of which shall be
maintained in the agency’s master young adult file within twenty-four (24) hours of service.

3. A TSP must be written by the Transition Facilitator within two (2) week of admission to the
program. The TSP must cover the how the young adult will be supported in developing their own
goal around: Housing, Employment, Education, Social, Financial, and Health domains.
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N. INDEPENDENT LIVING PROGRAMS 16-18

Definition

Provide twenty-four (24) hour care and integrated evidence-based
treatment planning to address the behavioral, emotional and/or
systemic issues that prevent youth from living independently in the
community. Independent Living Programs are designed to assist
transitioning youth in need of emotional and behavioral supports to
develop the skills necessary to live independently in the community
upon discharge. The Independent Living Program links youth to
educational, vocational, employment, health services and
community resources. At admission, the youth are may be
involved in community-based educational, recreational, and/or
occupational activities. Independent Living Programs typically
provide services for four (4) to eight (8) youth per home. In this
level of care, youth are supervised and provided services by
professional and paraprofessionals that have been recruited and
trained to work with transitioning youth.

Services Offered

1. The program provides activities that support the
development of independent living skills.

2.  An evidenced-based curriculum is utilized to ensure timely
acquisitions of skills need for independent living.

3. Evidence-based interventions, including positive behavioral

support.

Medication monitoring.

Individual Therapy at least one (1) time per week to

address identified issues .

6. Group Therapy at least one (1) time per week to address
identified issues, unless clinically contraindicated*.

7. Family Therapy at least two (2) times per month as
indicated in youth’s plan*.

8. Integrated individualized substance abuse treatment and
education as indicated in the youths plan.

9. Social/recreational group activities that are rooted in
evidence-based treatment.

ok

Admission Criteria

All of the following criteria are met:

1. The identified youth meets at least one (1) of the Service
Eligibility criteria for CAMHD (as described in General
Standards, Section A, Access & Availability);

2. The youth is registered with a Branch, and has an assigned
MHCC;

3. The youth must be between the ages of sixteen (16) and
eighteen (18) years of age;

4.  The youth has identified needs that can best be metin a
structured group setting. The youth is able to participate in
educational, vocational, employment, recreational and social
activities outside the residence;

5. The CSP identifies this service and measurable objectives
for outcomes of this service prior to admission;

" See performance standard for service referenced.
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6. There is a reasonable expectation that the youth can benefit
from an Independent Living Program within five (5) months;
and

7. An adequate trial of active treatment at a less restrictive
level has been unsuccessful or given serious consideration
and found to be inappropriate.

Initial Authorizations

Authorization may be up to thirty-one (31) units per month by the
MHCC for two (2) months.

Unit = One (1) day

Re-Authorization

Re-authorization may be up to thirty-one (31) units monthly with
approval of the MHS1 for three (3) months.

Unit = One (1) day

Any request for re-authorization beyond five (5) months must be
approved by the Clinical Director.

Continuing Stay Criteria

All of the following criteria are met as determined by treatment
team review:

1. Services/items are being provided as indicated in the MHTP
and CSP and there are regular and timely assessments and
documentation of youth/family response to services. Timely
and appropriate modifications are made to services and
plan as needed;

2. The youth continues to have specific needs that indicate
that ILP is the most appropriate means of addressing those
needs;

3. The youth’s progress is not sufficient to allow movement to
a less restrictive level of care; and

4. There is a reasonable expectation that the youth will
continue to make progress within the next month toward
reaching the goals and objectives identified in the youth’s
MHTP and CSP.

Discharge Criteria

One (1) of the following criteria must be met:

1. The youthis no longer eligible for CAMHD services. As part
of discharge, the MHCC will help coordinate transfer to
appropriate treatment services in the least disruptive
manner possible;

2. The youth/family no longer wants to participate in this
service and revokes consent with no danger to self or
others;

3.  Youth has demonstrated minimal or no progress toward
treatment goals for a two (2) month period and appropriate
modifications of the MHTP have been made and
implemented with no significant success and the CSP team
determines that the youth is not benefiting from this service
at this time;
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4.  Youth exhibits new symptoms and/or maladaptive behaviors
which cannot be safely and effectively addressed through
this service as determined by CSP team;

5. The youth reaches a level of functioning that allows for
transition to independent living; and

6. The youth has the knowledge and supports necessary to
sustain treatment outcomes and/or to support a successful
transition to live in the community.

Service Exclusions Not offered at the same time as any out-of-home services.
Not offered at the same time as any Intensive In-Home
Intervention or Intensive Outpatient service, except in cases
where the youth has a planned discharge from Independent

Living Program within thirty (30) days of referral.

N

Clinical Exclusions Youth in need of immediate crisis stabilization because of active
suicidal, homicidal, or psychotic behavior. Once stable, youth who
otherwise meet the eligibility criteria may be referred to the
program.

Staffing Requirements:

In addition to the staffing requirements listed in the general standards, these staff requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
staffing requirements will supersede the general standards.

1. At minimum, two (2) direct care staff shall be on duty per shift in each living unit, with one (1)
staff awake during overnight shifts.

2. Avratio of one (1) staff to four (4) residents is maintained at all times, however two (2) staff must
be on duty at all times.

3. Atleast one (1) staff member per shift is required to have a current CPR and First Aid
certification.

4. Alicensed registered nurse is on staff to establish the system of operation for administering or
supervising residents’ medication and medical needs or requirements, monitoring the residents’
response to medications, tracking and attending to dental and medical needs, and training staff
to administer medication and proper protocols.

5. The program provides a Transition Facilitator that is assigned to each youth enrolled the

program. Transition Facilitators must, at minimum, be a MHP.

The QMHP develops or supervises the development of the Mental Health Treatment plan.

The Transition Facilitator works with the youth to develop a Transition Support Plan (TSP) that

outlines measurable independent living goals and objectives to be achieved in the program.

8. Independent Living Program staff must be supervised by a QMHP with experience in evidence-
based treatments. Staff includes: Transition Facilitators and paraprofessionals.

9. The program provides professional staff during the day to be able to implement programmatic
components reflective of resident’s needs, who are not in school, vocational programming or
work.

10. Staffing schedules shall reflect overlap in shift hours to accommodate information exchange for
continuity of treatment, adequate numbers of staff reflective of the tone of the unit, appropriate
staff gender mix, and the consistent presence and availability of a professional staff.

11. The program must adhere to all applicable facility licensing requirements/regulations.

No
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12.

The program is required to have a psychiatrist or psychologist provides twenty-four (24) hours
on-call coverage, seven (7) days a week.

Clinical Operations

In addition to the clinical operation requirements listed in the general standards, these requirements
must also be followed. If the standards referenced here differ from those in the general standards,
these clinical operation requirements will supersede the general standards.

1.
2.
3.

10.

11.

12.

13.

14.

Services are available twenty-four (24) hours a day, seven (7) days a week.
The program will not exceed eight (8) youth per residence.
Program has an intake process that includes integration of information available on youth/family
in the treatment planning to ensure appropriate and effective treatment. Program also has an
established protocol for orienting youth to the program.
Provider is to follow all applicable professional practice standards and ethical guidelines.
The program actively engages the youth in planned, structured, culturally relevant therapeutic
activities, rooted in evidence-based treatment, throughout the day, seven (7) days a week. There
is a predictable and orderly routine that allows the youth to develop and enhance interpersonal
skills and behaviors.
Program must provide schools with emergency contact information for day staff response in case
of illness or incident within the school setting.
Families are actively involved and participate in team meetings, program events, and therapy
sessions. Families are actively engaged in ongoing activities with their youth and program staff
to gain knowledge of and have the opportunity to practice interventions that have been proven
effective for their youth within the program setting that can support success for youth in the
community.
The physical setting is home-like and furnished appropriate to the youth’s developmental age.
The youth are encouraged to appropriately decorate and maintain their personal space.
Program provides linkage, transportation and support to attend specialty programs (e.g. N.A.,
A.A., etc.) for youth who present dependency issues while in the program as outlined in the
MHTP/CSP.
The Contractor has established procedures/protocols in place for managing crises effectively
and efficiently through the direct interventions of its professional clinical and medical staff.
Included in these procedures are descriptions of methods for handling emergency and crisis
situations and triaging youth who require more intensive interventions. Request for police
assistance or crisis hotline assistance are limited to situations of imminent risk of harm to self or
others.
The Contractor must do a Summary Annual Assessment for SEBD eligible youth in their care at
the time the annual assessment is due on youth who have received at least three (3) months of
services from the Contractor. See Summary Annual Assessment performance standards in
Section Il, Part D.
Two (2) therapeutic passes are allowed per episode of care for each youth in the program to
assist him/her in meeting the MHTP goals as defined in the general standards.
Up to seven (7) bed hold days may be used to reserve the bed for a youth who is absent from
the program as defined in the general standards.
Please see Section | General Standards for additional clinical operation requirements:

e D. CAMHD Co-Occurring Disorders;

e F. Referral Process for Services:

= Referral Acceptance;

e G. CAMHD Continuity of Care;

e H. Staffing:

e |. Supervision;

Page 201
Educationally Supportive Intensive Mental Health Services
Independent Living Program 16 -18



INTERAGENCY PERFORMANCE STANDARDS AND PRACTICE GUIDELINES

J. Evaluation of Staff Performance;
K. Credentialing Requirements;
L. Medication Monitoring / Tracking;
N. Service Quality;
O. Minimum Reporting Requirements;
P. Risk Management:
= Criminal, Child Abuse, and Background Screening;
= Safety;
=  Restraints and Seclusion;
= Sentinel Events and Incidents;
=  Police;
e V. Bed Hold and Therapeutic Passes:
* Bed hold;
» Therapeutic Pass.

Documentation

In addition to the documentation requirements listed in the general standards, these requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
documentation requirements will supersede the general standards.

1. Please see Section | General Standards for additional documentation requirements:

o E. Service Planning:
= Mental Health Treatment Plan including transition, crisis and discharge planning;
= Discharge Summary;

e M. Maintenance of Service Records:
= Progress Notes;

e O. Minimum Reporting Requirements:
= Monthly Treatment and Progress Summary.

2. The Independent Living Program shall provide a daily progress note as documentation of
treatment progress and/or significant events, activities, or milestones achieved. These notes
shall be fully dated and signed by the writer and supervisor if needed. Originals of which shall be
maintained in the agency’s master youth file within 24 hours of service.

3. A TSP must be written by the Transition Facilitator within two (2) week of admission to the
program. The TSP must cover the how the youth will be supported in developing their own goal
around: Housing, Employment, Education, Social, Financial, and Health domains
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O. COMMUNITY-BASED RESIDENTIAL LEVEL Il

Definition

Provide twenty-four (24) hour care and integrated service planning
that addresses the behavioral, emotional and/or family problems,
which prevent the youth from taking part in family and/or
community life. These programs are designed for those youth
whose needs can best be met in a structured program of small
group living that includes onsite educational programs and highly
structured therapeutic activities. Community-based Residential
programs may be specialized (e.g., substance abuse).

Community-Based Residential programs provide therapy, support,
and assistance to the youth and the family to enhance participation
in group living and community activities, increase positive personal
and interpersonal skills and behaviors and to meet the youth’s
developmental needs.

Services Offered

1. Evidenced based treatment interventions and milieu-based
programming per the youth’s MHTP.

2. Opportunities for the youth to engage in age-appropriate
structured and community-based recreational activities.

3. Medication management.

4. Individual Therapy at least one (1) time per week to address
identified issues .

5.  Group Therapy at least one (1) time per week to address
identified issues, unless clinically contraindicated*.

6. Family Therapy at least two (2) times per month as
indicated in youth’s plan*.

7. On-site educational program that addresses the educational
goals and objectives identified in the youth’s IEP (if
applicable).

8. Integrated individualized substance abuse counseling and
education as indicated in youth’s plan.

9. Structured pre-vocational and vocational training activities
as applicable.

Admission Criteria

All of the following criteria must be met:

1. The identified youth meets at least one (1) Service Eligibility
criteria for CAMHD (as described in General Standards,
Section A, Access & Avalilability);

2. The youth is registered with a Branch, and has an assigned
MHCC;

3. The youth must be between the ages of twelve (12) to
eighteen (18) years of age;

4. An adequate trial of active treatment in a less restrictive
setting has been unsuccessful or given serious consideration
and found to be inappropriate;

" See performance standard for service referenced.
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5. The youth consistently demonstrates severe emotional and
behavioral problems such that they cannot be safely
managed in a less restrictive setting;

6. There is a reasonable expectation that the youth can benefit
from this services within three (3) to five (5) months; and

7. The CSP identifies this service and measurable objectives for
outcomes of this service prior to admission.

Initial Authorizations

Authorization may be up to thirty-one (31) units per month for a
maximum of two (2) months by the MHCC.

Unit = one (1) day

Re-Authorization

Re-authorization may be up to thirty-one (31) units monthly for a
maximum of three (3) months with approval from the MHS1.

Maximum stay of five (5) months.
Unit = one (1) day

Any request for re-authorization beyond five (5) months must be
approved by the Clinical Director.

Continuing Stay Criteria

All of the following criteria are met as determined by treatment
team review:

1. All admission criteria continue to be met;

2. Services/items are being provided as indicated in the CSP
and MHTP and there are regular and timely assessments and
documentation of youth/family response to services. Timely
and appropriate modifications are made to services and plans
as needed;

3. The youth continues to have specific needs that indicate that
this is the most appropriate means of addressing those
needs; and

4. There is a reasonable expectation that the youth can continue
to make progress in achieving his/her defined measurable
treatment goals and objectives as identified in the youth’s
MHTP within the next month.

Discharge Criteria

One (1) of the following criteria must be met:

1. The youth is no longer eligible for CAMHD services. As part
of discharge, the MHCC will help coordinate transfer to
appropriate treatment services in the least disruptive manner
possible;

2. The youth/family no longer wants to participate in this service
and revokes consent with no imminent danger to self or
others;

3. Targeted symptoms or behaviors have abated to a level of
severity which no longer requires this level of care as
documented by attainment of goals in the MHTP and CSP;
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4. Youth reaches a level of functioning that allows for transition
to a lower level of service to continue treatment;

5. Youth has demonstrated minimal or no progress toward
treatment goals for a two (2) month period and appropriate
modifications of the MHTP have been made and implemented
with no significant success and the CSP team determines that
the youth is not benefiting from this service at this time; and

6. Youth exhibits new symptoms and/or maladaptive behaviors
which cannot be safely and effectively addressed through this
service.

Service Exclusions

Not offered at the same time as any out-of-home services.
Not offered at the same time as any Intensive In-Home
Intervention, Multisystemic, Functional Family Therapy or
Intensive Outpatient services except where the youth will be
discharged from Community Base Residential Level Il within
thirty (30) days of the referral.

N

Clinical Exclusions

Youth in need of immediate crisis stabilization because of active
suicidal, homicidal, or psychotic behavior. Once stable, youth who
otherwise meet the eligibility criteria may be referred into the
program.

Staffing Requirements:
In addition to the staffing requirements listed in the general standards, these staff requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
staffing requirements will supersede the general standards.

1.
2.

3.

A ratio of one (1) staff to four (4) youth is maintained at all times.

At a minimum, two (2) childcare staff shall be on duty per living unit. Staff are always in
attendance whenever youth are present.

Program staff must be supervised by a QMHP or a QMHP supervised MHP. Staff may include:
paraprofessionals, resident counselors, teachers, teacher aides and classroom aides.

Additional personnel are available and called to duty in emergencies or are scheduled to meet any
special needs during busy or more stressful periods such as for one-to-one (1:1) watches, new
admissions, staff escort to emergency units, etc.

Youth that are ill or otherwise unable to attend school must be supervised by an available staff

wherever the youth is located.

Staffing schedules shall reflect overlap in shift hours to accommodate the exchange of information
for continuity of the youths’ treatment, adequate numbers of staff reflective of the tone of the unit,
appropriate staff gender mix, and the consistent presence and availability of a professional staff.
The teacher will have the assistance of at least one (1) behavioral support staff at all times in each
classroom to provide necessary therapeutic redirection and interventions. In the event that staff
needs to leave an educational activity for any length of time, the program provides additional staff
to keep the ratio one to four (1:4).

The program must adhere to all applicable facility licensing requirements/regulations.
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9.

10.

11.

12.

The program licensed staff psychiatrist or consultant provides psychiatric services at intervals of at
least one (1) face-to-face visit per month. The psychiatrist is available for medical emergencies,
assessments, and consults. The psychiatrist is on site for those emergencies that merit face-to-
face services within one (1) hour of the call for assistance, and makes direct arrangements with a
community hospital in the event that a youth is in need of possible hospitalization. This will be duly
documented and kept on file at the program. There is an established protocol for appropriate
gualified medical coverage in the absence of the desighated psychiatrist. The psychiatrist has
current courtesy or staff privileges at the community hospital within the same county as the
program.

The licensed psychiatrist or licensed psychologist must be knowledgeable in evidence-based
treatment and is responsible for the treatment program and for those in care, and provides on-call
coverage twenty-four (24) hours per day/seven (7) days a week.

A licensed registered nurse is on staff to establish the system of operations for administering or
supervising residents’ medications, and medical needs or requirements, monitoring the residents’
responses to medications, tracking and attending to dental and medical needs, and training direct
care staff to administer medications and proper protocols.

Depending on the needs of the youth, the services of qualified professional and specialists in
medicine, education, disabilities, speech, occupational and physical therapy, recreation and
dietetics are available to the organization (either staff or contract).

Clinical Operations

In addition to the clinical operation requirements listed in the general standards, these requirements
must also be followed. If the standards referenced here differ from those in the general standards,
these clinical operation requirements will supersede the general standards.

1.
2.
3.

Services are available twenty-four (24) hours a day, seven (7) days a week.

The program will not exceed eight (8) youths per unit.

Program has an intake process that includes integration of information available on youth/family in
the treatment planning to ensure appropriate and effective treatment. Program also has an
established protocol for orienting youth to the program.

Provider is to follow all applicable professional practice standards and ethical guidelines.

The program actively engages the youth in planned, structured, therapeutic activities rooted in
evidence-based treatment throughout the day, seven (7) days a week. There is a predictable and
orderly routine that allows the youth to develop and enhance interpersonal skills and pro-social
behaviors.

The physical setting is home-like and furnished appropriate to the youths’ developmental age. The
youth are encouraged to appropriately decorate and maintain their personal space.

Families are actively involved and participate in program events, therapy sessions, treatment team
meetings, etc. They are engaged in opportunities to gain knowledge and practice of what works in
the program that can be transferred to the home and community environment.

Educational services are provided within the program and are guided by the youths’ IEP, as
appropriate. The program works with the DOE to insure adherence to the youths’ IEP and
appropriateness of the educational services being provided. The credits earned while in treatment
will be accepted by the receiving school and counted towards school credits. The program also
works closely with the DOE to insure a smooth transition back to the home school or alternative
transition plans for those who are not returning to their home schools.

The Program has clear procedures that specify its approach to positive behavior management.
These procedures must clearly delineate its methods for training and implementation for positive
behavioral interventions.
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10. The Contractor has established procedures/protocols in place for managing crises effectively and
efficiently through the direct interventions of its professional clinical and medical staff. Included in
these procedures are descriptions of methods for handling emergency and crisis situations and
triaging youth who require more intensive interventions. Request for police assistance or crisis
hotline assistance are limited to situations of imminent risk of harm to self or others.

11. The Contractor must do a Summary Annual Assessment for SEBD eligible youth in their care at
the time the annual assessment is due on youth who have received at least three (3) months of
services from the Contractor. See Summary Annual Assessment performance standards in
Section Il, Part D.

12. Five (5) therapeutic passes are allowed per episode of care for each youth in the program to
assist him/her in meeting the MHTP goals as defined in the general standards.

13. Up to seven (7) bed hold days may be used to reserve the bed for a youth who is absent from the
program as defined in the general standards.

14. Please see Section | General Standards for additional clinical operation requirements:

e D. CAMHD Co-Occurring Disorders;
e F. Referral Process for Services:

=  Qut of Home Referrals;

= Waitlist;

= Access to services;

G. CAMHD Continuity of Care;

H. Staffing:
= QOrientation and Training and Training Requirements for CAMHD Contactors;

I. Supervision;

J. Evaluation of Staff Performance;

K. Credentialing Requirements;

L. Medication Monitoring / Tracking;

N. Service Quality;

O. Minimum Reporting Requirements;

P. Risk Management:
= Criminal, Child Abuse, and Background Screening;
= Safety;

» Restraints and Seclusion;
=  Sentinel Events and Incidents;
=  Police;

e V. Bed Hold and Therapeutic Passes:

* Bed hold;
» Therapeutic Pass.

Documentation

In addition to the documentation requirements listed in the general standards, these requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
documentation requirements will supersede the general standards.

1. Please see Section | General Standards for additional documentation requirements:
e E. Service Planning:
»= Mental Health Treatment Plan including transition, crisis and discharge planning;
= Discharge Summary;
e M. Maintenance of Service Records:
= Progress Notes;
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e O. Minimum Reporting Requirements:
= Monthly Treatment and Progress Summatry;
= CAMHD Attendance and Encounter Records.

Page 208
Educationally Supportive Intensive Mental Health Services
Community-based Residential Level 11l



INTERAGENCY PERFORMANCE STANDARDS AND PRACTICE GUIDELINES

P. COMMUNITY-BASED RESIDENTIAL — LEVEL |

Definition

Provide twenty-four (24) hour care and integrated evidence-based
services that address the behavioral and emotional problems
related to sexual offending, aggression or deviance that prevent
the youth from taking part in family and/or community life. These
programs are designed for those youth whose need can best be
met in a structured program of small group living that includes
educational, recreational, and occupational services.

Community-Based Residential programs Level Il provide support
and assistance to the youth and the family to: 1) promote healthy
sexual values and behaviors; 2) reduce and control deviant sexual
arousal patterns; 3) help youth to develop victim empathy and
appreciate feelings of others; 4) help youth accept full
responsibility and be accountable for sexually abusive or antisocial
behavior; 5) identify and change cognitive distortions or thinking
errors that support or trigger offending; 6) develop and integrate
relapse prevention strategies; 7) identify family dysfunction, issues,
or problems that act to support minimization, denial, disruption of
treatment, or trigger re-offending and; 8) provide management of
other behavioral or emotional problems including trauma resulting
from prior physical, sexual, and/or emotional abuse.

Services Offered

1. Evidence-based treatment interventions and a supportive
therapy milieu for this target population.

2. Opportunities for the youth to engage in age-appropriate
structured and recreational activities.

3.  Psychotherapies and other treatments that address youth in
the target population defined above.

4. Individual Therapy at least one (1) time per week to
address identified issues”.

5. Group Therapy at least one (1) time per week unless to
address identified issues, clinically contraindicated*.

6. Family Therapy at least two (2) times per month as
indicated in youth’s plan*.

7. Medication administration and monitoring.

8. On-site educational program that addresses the educational
goals and objectives identified in the youth’s IEP as
applicable.

9. Substance abuse treatment and education as indicated in
the youth’s plan.

10. Structured pre-vocational and vocational training activities
as applicable.

Admission Criteria

All of the following criteria are met:

1. The identified youth meets at least one (1) of the Service
Eligibility criteria for CAMHD (as described in General
Standards, Section A, Access & Availability);

2. The youth is registered with a Branch, and has an assigned
MHCC;

" See performance standard for service referenced.
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3. The youth must be a male between the ages of twelve (12)
and eighteen (18);

4.  Youth has severe emotional and/or behavioral disorder(s),
which include sexually aggressive and/or deviant behavior;

5. The youth has been identified as needing specialized
treatment and the CSP identifies this service and
measurable objectives for outcomes of this service prior to
admission;

6. An adequate trial of active treatment at a less restrictive
level has been unsuccessful or given serious consideration
and found to be inappropriate; and

7. There is a reasonable expectation that the youth can benefit
from this service within five (5) months.

Initial Authorizations

Authorization may be up to thirty-one (31) units per month for a
maximum of two (2) months by the MHCC.

Unit = one (1) day

Re-Authorization

Re-authorization may be up to an additional thirty-one (31) units
monthly for a maximum of three (3) months with approval from the
MHS1.

Maximum stay of five (5) months.
Unit = one (1) day

Any request for re-authorization beyond five (5) months must be
approved by the Clinical Director.

Continuing Stay Criteria

All of the following criteria are met as determined by treatment
team review:

1. All admission criteria continue to be met;

2. Services/items are being provided as indicated in the CSP
and MHTP and there are regular and timely assessments
and documentation of youth/family response to services.
Timely and appropriate modifications are made to services
and plan as needed;

3. The youth continues to have specific needs that indicate
that this is the most appropriate means of addressing those
needs;

4. The youth’s primary behavioral health issues continue to
present a risk or danger to themselves or others;

5. The youth’'s measurable treatment goals have not been met;
and

6. There is a reasonable expectation that the youth will
continue to make progress toward achieving his/her defined
measurable treatment goals and objectives as identified in
the youth’'s MHTP and CSP within the next month.

Discharge Criteria

One (1) of the following criteria must be met:

1. The youth is no longer eligible for CAMHD services. As part
of discharge, the MHCC will help coordinate transfer to
appropriate treatment services in the least disruptive
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manner possible;

2. The youth/family no longer wants to participate in this
service and revokes consent with no imminent danger to
others;

3. Youth has demonstrated minimal or no progress toward
treatment goals for a two (2) month period and appropriate
modifications of the MHTP have been made and
implemented with no significant success and the CSP team
determines that the youth is not benefiting from this services
at this time;

4.  Youth exhibits new symptoms and/or maladaptive behaviors
which cannot be safely and effectively address through this
service;

5. Targeted symptoms and/or maladaptive behaviors have

abated to a level of severity which no longer requires this

level of care as documented by attainment of goals the

MHTP and CSP;

The youth’s measurable treatment goals have been met;

There is a decrease in the identified sexually aggressive

and/or deviant behavior and transition to a lower level of

service to continue treatment is warranted; and

8. The youth has the knowledge and supports necessary to
sustain treatment outcomes and/or to support a successful
transition to a permanent placement or lower level of care.

No

Service Exclusions Not offered at the same time as any out-of-home services.
Not offered at the same time as any Intensive In-Home
Intervention, Multisystemic, Function Family Therapy or
Intensive Outpatient service, except in cases where the
youth has a planned discharge from Community-based

Residential Level Il within thirty (30) days of referral.

N

Clinical Exclusions Youth in need of immediate crisis stabilization because of active
suicidal, homicidal, or psychotic behavior. Once stable, youth who
otherwise meet the eligibility criteria may be referred into the
program.

Staffing Requirements:

In addition to the staffing requirements listed in the general standards, these staff requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
staffing requirements will supersede the general standards.

1. Program must have documentation that staff providing services is trained and experienced in
treatment of youth with sexually aggressive and/or deviant behavior.

2. At minimum, two (2) childcare staff shall be on duty per shift per living unit. Staff are always in
attendance whenever youth are present.

3. A QMHP experienced in evidence-based treatment supervises the treatment program and the
residential staff.

4. Additional personnel are available and called to duty in emergencies or are scheduled to meet
any special needs during busy or more stressful periods such as for one-to-one (1:1) watches,
new admissions, staff escort to emergency units, etc.

Page 211
Educationally Supportive Intensive Mental Health Services
Community-based Residential Level 11



INTERAGENCY PERFORMANCE STANDARDS AND PRACTICE GUIDELINES

11.

12.

13.

Youth that are ill or otherwise unable to attend school must be supervised by an available staff
wherever the youth is located.

Program staff must be supervised by a licensed QMHP knowledgeable of evidence-based
treatment. Staff may include: childcare workers, resident counselors and teachers, and teaching
aides.

Staffing schedules shall reflect overlap in shift hours to accommodate the exchange of
information for the continuity of the youths’ treatment, adequate numbers of staff reflective of the
tone of the unit, appropriate staff gender mix, and the consistent presence and availability of a
professional staff for role modeling.

The teacher will have the assistance of at least one (1) behavioral support staff at all times in
each classroom to provide necessary therapeutic redirection and interventions. In the event that
staff needs to leave an educational activity for any length of time, the program provides
additional staff to keep the staff to student ratio at least one-to-four (1:4).

The program must adhere to all applicable facility licensing requirements/regulations.

The program staff psychiatrist or consultant provides psychiatric services at intervals of at least
one (1) face-to-face visit a week. The psychiatrist is available for medical emergencies,
assessments, and consults. The psychiatrist is on-site for those emergencies that merit face-to-
face services within one (1) hour of the call for assistance, and makes direct arrangements with
a community hospital in the event a youth is in need of possible hospitalization. This will be duly
documented and kept on file at the program. There is an established protocol for appropriate,
gualified medical coverage in the absence of the desighated psychiatrist. The psychiatrist has
current courtesy or staff privileges at the community hospital within the same county as the
program.

Depending on the needs of the youth, the services of qualified professionals and specialists in
medicine, education, recreation, dietetics, etc., are available among the organization’s personnel
or through cooperative arrangements.

The licensed psychiatrist or psychologist is responsible for the treatment program and for those
in care, and provides on-call coverage twenty-four (24) hours per day, seven (7) days a week.
A licensed registered nurse is on staff or contracted to establish the system of operations for
administering or supervising residents’ medications, and medical needs or requirements,
monitoring the residents’ responses to medications, tracking and attending to dental and medical
needs, and training direct care staff to medications and proper protocols.

Clinical Operations

In addition to the clinical operation requirements listed in the general standards, these requirements
must also be followed. If the standards referenced here differ from those in the general standards,
these clinical operation requirements will supersede the general standards.

1.
2.

3.

Services are available twenty-four (24) hours a day, seven (7) days a week.

The program is cognizant of community safety and risk issues and has policies, procedures, and
the mechanisms to effectively manage these issues.

The program will not exceed eight (8) youth.

Program has an intake process that includes integration of information available on youth/family
in the treatment planning to ensure appropriate and effective treatment. Program also has an
established protocol for orienting youth to the program.

Provider is to follow all applicable professional practice standards and ethical guidelines.

The program is physically secure at all times. Twenty-four (24) hour supervision is provided to
the youth. Behavioral/treatment plans are closely adhered to with consistency among the staff
throughout the programming.
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Staff providing treatment must be a licensed QMHP or QMHP-supervised MHP experienced in
evidence-based treatment for sexually offending youth with mental health needs and have a
minimum of three (3) years direct experience in children’s mental health and in this area.
Program has the ability to conduct a risk assessment with respect to offending behavior as part
of ongoing treatment and assessment. Risk assessments should inform the planning process
regarding when, where and how an individual can or should be transitioned to a less intensive
level of treatment, rather than relying on completion of all program components as sole criteria.
The program actively engages youth in planned, structured, therapeutic activities throughout the
day, seven (7) days a week. There is a predictable and orderly routine that allows youth to
develop and enhance interpersonal skills and behaviors.
The physical setting is home-like and furnished appropriate to the youths’ developmental age.
The youth are encouraged to appropriately decorate and maintain their personal space.
Families are actively involved and participate in team meetings, program events, therapy
sessions, and other activities. They are engaged in opportunities to gain knowledge and practice
of what works in the program that can be transferred to the home and community environment.
Educational services are provided within the program and are guided by the youth’s IEP as
applicable. The program works with the DOE to insure appropriateness of the educational
services and the credits earned while in treatment will be accepted by the receiving school and
counted towards school credits. The program works closely with the DOE to insure adherence to
the youth’s IEP and a smooth transition back to the home school or alternative transition plans
for those who are not returning to their home schools.
The Contractor must do a Summary Annual Assessment for SEBD eligible youth in their care at
the time the annual assessment is due on youth who have received at least three (3) months of
services from the Contractor. See Summary Annual Assessment performance standards in
Section Il, Part D.
Five (5) therapeutic passes as defined in the general standards are allowed per episode of care
for each youth in the program to assist him/her in meeting the MHTP goals.
Up to seven (7) bed hold days may be used to reserve the bed for a youth who is absent from
the program as defined in the general standards.
Please see Section | General Standards for additional clinical operation requirements:

e D. CAMHD Co-Occurring Disorders;

o F. Referral Process for Services:

» Referral Acceptance;
G. CAMHD Continuity of Care;
H. Staffing:
I. Supervision;
J. Evaluation of Staff Performance;
K. Credentialing Requirements;
L. Medication Monitoring / Tracking;
N. Service Quality;
O. Minimum Reporting Requirements;
P. Risk Management:

= Criminal, Child Abuse, and Background Screening;

= Safety;

» Restraints and Seclusion;

= Sentinel Events and Incidents;

=  Police;
e V. Bed Hold and Therapeutic Passes:

* Bed hold;
» Therapeutic Pass.
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Documentation

In addition to the documentation requirements listed in the general standards, these requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
documentation requirements will supersede the general standards.

1. Please see Section | General Standards for additional documentation requirements:

E. Service Planning:
» Mental Health Treatment Plan including transition, crisis and discharge planning;
» Discharge Summary;
M. Maintenance of Service Records:
= Progress Notes;
O. Minimum Reporting Requirements:
= Monthly Treatment and Progress Summatry;
= CAMHD Attendance and Encounter Records.

2. The written risk assessment using empirically supported risk assessment instruments is advised
and may includes collateral information such as:

The victim’s statement;

Reports from the victim’s therapist, when available;
Juvenile justice records;

Psychiatric records;

Information from previous placements; and

School reports.

In addition, the assessor conducts a clinical interview. If available, the family is interviewed for
information pertinent to decision making. The results of risk assessment instruments are not the
sole criteria for decision-making.
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Q. COMMUNITY-BASED RESIDENTIAL — LEVEL |

Definition

Provide twenty-four (24) hour locked care and integrated evidence-
based services that address the behavioral and emotional
problems related to sexually aggressive or deviant offending, that
prevent the youth from taking part in family and/or community life.
These programs are designed for those youth whose need can
best be met in a structured program of small group living that
includes educational, recreational, and occupational services.

High Risk Community-based Residential program Level | provide
support and assistance to the youth and the family to: 1) promote
healthy sexual values and behaviors; 2) reduce and control deviant
sexual arousal patterns; 3) help youth to develop victim empathy
and appreciate feelings of others; 4) help youth display responsible
and accountable behavior for sexually abusive or antisocial
behavior with minimizing risk of reoffending and externalizing
blame; 5) identify and change cognitive distortions or thinking
errors that support or trigger offending ; 6) develop and integrate
relapse prevention strategies; 7) identify family dysfunction, issues,
or problems that act to support minimization, denial, disruption of
treatment, or trigger reoffending and; 8) provide management of
other behavioral or emotional problems.

Services Offered

1. Evidence-based treatment interventions and a supportive
milieu therapy.

2. Opportunities for the youth to engage in age-appropriate
structured and recreational activities.

3. Psychotherapies and other treatments that address youth in
the target population defined above.

4. Individual Therapy at least one (1) time per week to
address identified issues”.

5.  Group Therapy at least one (1) time per week to address
identified issues, unless clinically contraindicated*.

6. Family Therapy at least two (2) times per month as

indicated in youth’s plan*.

Medication management.

On-site educational program that address the educational

goals and objectives identified in the youth’s IEP as

applicable.

9. Integrated individualized substance abuse counseling /
education as indicated in youth’s plan.

10. Structured pre-vocational and vocational training activities
as applicable.

© ~

Admission Criteria

All of the following criteria must be met:

1. The identified youth meets at least one of the Service
Eligibility criteria for CAMHD (as described in General
Standards, Section A, Access & Availability);

2. The youth is registered with a Branch and has an assigned
MHCC,;

" See performance standard for service referenced.
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3. Theyouth is a male between the ages of 12-18 years with
severe emotional or behavioral disorders, who has been
adjudicated for sexual offending;

4. The youth has been identified as needing specialized
treatment and presents a risk to others;

5.  An adequate trial of active treatment at a less restrictive
level has been unsuccessful or given serious consideration
but was found to be an inappropriate placement;

6. There is a reasonable expectation that the youth can benefit
from this services within five (5) months; and

7. The CSP identifies this service and measurable objectives
for outcomes of this service prior to admission.

Initial Authorizations

Authorization may be up to thirty-one units per month for a
maximum of two (2) months by the MHCC.

Unit = one (1) day

Re-Authorization

Re-authorization may be up to an additional thirty-one (31) units
monthly for three (3) months with approval from the MHS1.

Maximum stay of five (5) months.
Unit = one (1) day

Any request for re-authorization beyond five (5) months must be
approved by the Clinical Director.

Continuing Stay Criteria

All of the following criteria are met as determined by treatment
team review:

1. All admission criteria continue to be met;

2. Services/items are being provided as indicated in the CSP
and MHTP and there are regular and timely assessments
and documentation of youth/family response to services.
Timely and appropriate modifications are made to services
and plans as needed,;

3. The youth continues to have specific needs that indicate
that this is the most appropriate means of addressing those
needs;

4. The youth’s primary behavioral health issues continue to
present a risk or danger to others;

5. The youth’s measurable treatment goals have not been met;
and

6. There is a reasonable expectation that the youth can
continue to make progress toward achieving his/her defined
measurable treatment goals and objectives as identified in
the youth’s MHTP/CSP within the next month.

Discharge Criteria

One (1) of the following criteria must be met:

1. The youth is no longer eligible for CAMHD services. As part
of discharge, the MHCC will help coordinate transfer to
appropriate treatment services in the least disruptive
manner possible;
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2.  The youth/family no longer wants to participate in this
service and revokes consent with no imminent danger to
others and no court order for treatment;

3.  Youth has demonstrated minimal or no progress toward
treatment goals for a two (2) month period and appropriate
modifications of MHTP has been made and implemented
with no significant success and the CSP team determines
that the youth is not benefiting from this service at this time;

4.  Youth exhibits new symptoms and/or maladaptive behaviors
which cannot be safely and effectively addressed through
this service;

5. Targeted symptoms and/or maladaptive behaviors have

abated to a level of severity which no longer requires this

level of care as documented by attainment of goals in the

MHTP and CSP;

The youth’s measurable treatment goals have been met;

There is a decrease in the identified sexually aggressive

and/or deviant behavior and transition to a lower level of

service to continue treatment is warranted; and

8. The youth has the knowledge and supports necessary to
sustain treatment outcomes and/or to support a successful
transition to a permanent placement or lower level of care.

No

Service Exclusions Not offered at the same time as any out-of-home services.
Not offered at the same time as Intensive In-Home
Intervention, Multisystemic Therapy, Functional Family
Therapy, Intensive Outpatient programs, or Partial
Hospitalization, except where the youth will be transitioned
out and into the identified service within thirty (30) days of

the referral.

N

Clinical Exclusions Youth in need of immediate crisis stabilization because of active
suicidal, homicidal, or psychotic behavior. Once stable, youth who
otherwise meet the eligibility criteria may be referred into the
program.

Staffing Requirements:

In addition to the staffing requirements listed in the general standards, these staff requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
staffing requirements will supersede the general standards.

1. Program must have documentation that staff providing services is trained and experienced in
treatment of youth with sexually aggressive or deviant offending behavior.

2. At a minimum, two (2) childcare staff shall be on duty per shift per living unit. Staff are always in
attendance whenever youth are present.

3. A QMHP experienced in evidence-based treatment supervises treatment program and the
residential staff.

4. Additional personnel are available and called to duty in emergencies or are scheduled to meet
any special needs during busy or more stressful periods such as for one-to-one (1:1) watches,
new admissions, staff escort to emergency units, etc.
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11.

12.

13.

Youth that are ill or otherwise unable to attend school must be supervised by an available staff
wherever the youth is located.

Community-Based Residential Programs staff must be supervised by a licensed QMHP
knowledgeable of evidence-based treatment. Staff may include: childcare workers, resident
counselors and teachers, and teaching aides.

Staffing schedules shall reflect overlap in shift hours to accommodate the exchange of
information for the continuity of the youths’ treatment, adequate numbers of staff reflective of the
tone of the unit, appropriate staff gender mix, and the consistent presence and availability of a
professional staff for role modeling.

The teacher will have the assistance of at least one behavioral support staff at all times in each
classroom to provide necessary therapeutic redirection and interventions. In the event that staff
needs to leave an educational activity for any length of time, the program provides additional
staff to keep the staff to student ratio at least one-to-four (1:4).

The program must adhere to all applicable facility licensing requirements/regulations.

The program staff psychiatrist or consultant provides psychiatric services at intervals of at least
one (1) face-to-face visit a week. The psychiatrist is available for medical emergencies,
assessments, and consults. The psychiatrist is on-site for those emergencies that merit face-to-
face services within one (1) hour of the call for assistance, and makes direct arrangements with
a community hospital in the event a youth is in need of possible hospitalization. This will be duly
documented and kept on file at the program. There is an established protocol for appropriate
gualified medical coverage in the absence of the desighated psychiatrist. The psychiatrist has
current courtesy or staff privileges at the community hospital within the same county as the
program.

Depending on the needs of the youth, the services of qualified professionals and specialists in
medicine, education, recreation, dietetics, etc., are available among the organization’s personnel
or through cooperative arrangements.

The licensed psychiatrist or psychologist is responsible for the treatment program and for those
in care, and provides on-call coverage twenty-four (24) hours per day, seven (7) days a week.
A licensed registered nurse is on staff or contracted to establish the system of operations for
administering or supervising residents’ medications, and medical needs or requirements,
monitoring the residents’ responses to medications, tracking and attending to dental and medical
needs, and training direct care staff to medications and proper protocols.

Clinical Operations

In addition to the clinical operation requirements listed in the general standards, these requirements
must also be followed. If the standards referenced here differ from those in the general standards,
these clinical operation requirements will supersede the general standards.

1.
2.
3.

Services are available twenty-four (24) hours a day, seven (7) days a week.

Services must be provided in a secure, locked facility.

The program is cognizant of community safety and risk issues and has policies, procedures, and
the mechanisms to effectively manage these issues.

Program staff must be supervised by a licensed QMHP knowledgeable of evidence-based
treatment. Staff include: therapist, teachers, resident counselors and teaching aides.

The program is physically secure at all times. Twenty-four (24) hour supervision is provided to
the youth. Behavioral/treatment plans are closely adhered to with consistency among the staff
throughout the programming.

Staff providing treatment must be a licensed QMHP experienced in evidence-based treatment for
sexually offending youth with mental health needs and have a minimum of three (3) years direct
experience in children’s mental health and in this area.
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Program has the capability to conduct a risk assessment with respect to offending behavior as
part of ongoing treatment and assessment. Risk assessments should inform the planning
process regarding when, where, and how an individual can or should be transitioned to a less
intensive level of treatment, rather than rely on completion of all program components as sole
criteria for discharge.
Program has an intake process that includes integration of information available on youth/family
in the treatment planning to ensure appropriate and effective treatment. Program also has an
established protocol for orienting youth to the program.
Provider is to follow all applicable professional practice standards and ethical guidelines.
The program actively engages youth in planned, structured, therapeutic activities throughout the
day, seven (7) days a week. There is a predictable and orderly routine that allows youth to
develop and enhance interpersonal skills and behaviors.
The physical setting is home-like and furnished appropriate to the youths’ developmental age.
The youth are encouraged to appropriately decorate and maintain their personal space.
Families are actively involved and participate in team meetings, program events, therapy
sessions, and other activities. They are engaged in opportunities to gain knowledge and practice
of what works in the program that can be transferred to the home and community environment.
Educational services are provided within the program and are guided by the youth’s IEP as
applicable. The program works with the DOE to insure appropriateness of the educational
services and the credits earned while in treatment will be accepted by the receiving school and
counted towards school credits. The program works closely with the DOE to insure adherence to
the youth’s IEP and a smooth transition back to the home school or alternative transition plans
for those who are not returning to their home schools.
The Contractor must do a Summary Annual Mental Health Assessment for SEBD eligible youth
in their care at the time the annual assessment is due on youth who have received at least three
(3) months of services from the Contractor. See Annual Mental Health Assessment performance
standards in Section II, Part D.
Five (5) therapeutic passes as defined in the general standards are allowed per episode of care
for each youth in the program to assist him/her in meeting the MHTP goals.
Up to seven (7) bed hold days may be used to hold the bed of a youth who is absent from the
program as defined in the general standards.
Please see Section | General Standards for additional clinical operation requirements:

e D. CAMHD Co-Occurring Disorders;
F. Referral Process for Services:

» Referral Acceptance;
G. CAMHD Continuity of Care;
H. Staffing;
I. Supervision;
J. Evaluation of Staff Performance;
K. Credentialing Requirements;
L. Medication Monitoring / Tracking;
N. Service Quality;
O. Minimum Reporting Requirements;
P. Risk Management:

= Criminal, Child Abuse, and Background Screening;

= Safety;

=  Restraints and Seclusion;

= Sentinel Events and Incidents;

= Police;
e V. Bed Hold and Therapeutic Passes:
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* Bed hold;
» Therapeutic Pass.

Documentation

In addition to the documentation requirements listed in the general standards, these requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
documentation requirements will supersede the general standards.

1.

Please see Section | General Standards for additional documentation requirements:
o E. Service Planning:
= Mental Health Treatment Plan including transition, crisis and discharge planning;
= Discharge Summary;
¢ M. Maintenance of Service Records:
= Progress Notes;
¢ O. Minimum Reporting Requirements:
= Monthly Treatment and Progress Summatry;
= CAMHD Attendance and Encounter Records.
The written risk assessment using empirically supported risk assessment instruments is advised
and may includes collateral information such as:
e The victim’s statement;
Reports from the victim’s therapist, when available;
Juvenile justice records;
Psychiatric records;
Information from previous placements; and
e School reports.
In addition, the assessor conducts a clinical interview. If available, the family is interviewed for
information pertinent to decision making. The results of risk assessment instruments are not the
sole criteria for decision-making.

Written risk assessment and evaluation include the youth’s offense history and specific, detailed
recommendations about the setting, intensity of intervention, and the level of supervision
necessary for treatment.
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R. HOSPITAL-BASED RESIDENTIAL

Definition

Provide intensive in-patient treatment services to youth with severe
emotional challenges who require short-term up to sixty (60) days
hospitalization for the purposes of receiving intensive diagnostic,
assessment and medication stabilization services. The highly
structured program provides educational services, family therapy,
and integrated service planning through a multi-disciplinary
assessment of the youth, skilled milieu of services by trained staff
who are supervised by a licensed professional on a twenty-four
(24) hour per day basis. Services are provided in a locked unit of a
licensed inpatient facility.

Services Offered

Diagnostic and assessment services.

Integrated service planning.

Psychiatric services.

Nursing Services.

Medication management.

Evidence-based treatment interventions and a supportive

therapy milieu.

Opportunities for the youth to engage in age-appropriate

structured and recreational activities.

8. Individual Therapy at least one (1) time per week to
address identified issues”.

9. Group Therapy at least one (1) time per week to address
identified issues, unless clinically contraindicated*.

10. Family Therapy at minimally two (2) times per month as
indicated in the youth’s plan*.

11. On-site educational program that addresses the educational
goals and objectives identified in the youth’s IEP as
applicable.

12. Integrated individualized substance abuse assessment,
counseling and education as indicated in the youth’s plan.

13. Evidence-based treatment interventions as suggested in the
IEP and/or CSP.

14. Program will be family centered, strengths-based and
adhere to CASSP Principles.

15. Intensive family/systems treatment focused on safely

transitioning youth to a lesser level of care.

ookrwnNE

N

Admission Criteria

All of the following criteria must be met:

1. The identified youth meets at least one (1) of the Service
Eligibility criteria for CAMHD (as described in General
Standards, Section A, Access & Availability);

2. The youth is registered with a Branch and has an assigned
MHCC;

3. The youth must have primary behavioral health issues
which require daily, intensive psychiatric treatment services
to address risk factors such as suicidal and/or homicidal
ideation or aggressive behavior;

" See performance standard for service referenced.
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The youth requires intensive, coordinated multi-disciplinary
intervention within a locked therapeutic milieu;

The youth’s clinical and behavioral issues are
unmanageable and unsafe to return home or to a temporary
residence at night; and

Reasonable expectation that the youth can improve
sufficiently within fifteen (15) to sixty (60) days such that the
youth can be treated in a less restrictive setting.

Initial Authorizations

Authorization may be up to fifteen (15) units with approval from the
CAMHD Medical Director.

Unit = one (1) day

Re-Authorization

Reauthorization may be up to fifteen (15) units with approval from
the CAMHD Medical Director.

Unit = one (1) day

Continuing Stay Criteria

All of the following criteria are met as determined by treatment
team review:

1.
2.

All admission criteria continue to be met;

Services/items are being provided as indicated in the CSP
and MHTP and there are regular and timely assessments
and documentation of youth/family response to services.
Timely and appropriate modifications are made to services
and plans as needed,;

The youth must have primary behavioral health issues
which continue to require intensive, daily psychiatric
treatment services to decrease risk factors such as suicidal
and/or homicidal ideation or aggressive behavior;

The youth’s clinical and behavioral issues continue to be
unmanageable and unsafe to treat in a less restrictive
treatment setting; and

There continues to be a reasonable expectation that the
youth can improve sufficiently within fifteen (15) to forty-five
(45) days such that the youth can be treated in a less
restrictive setting.

Discharge Criteria

One (1) of the following criteria must be met:

1.

The youth is no longer eligible for CAMHD services. As part
of discharge, the MHCC will help coordinate transfer to
appropriate treatment services in the least disruptive
manner possible;

The youth’s symptoms are stabilized sufficiently to permit
movement to a less restrictive treatment setting;

Medication is titrated so that there is no longer a need for
daily psychiatric/nursing oversight;

The youth no longer presents significant imminent risk of
harm to self or others;

The youth has strengthened skills, the family is involved and
more confident that their child can be safely treated in a less
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restrictive setting, and lessened need for restrictive
interventions including readmission to in-patient programs;
and

6. The youth is capable of participating in a less restrictive
level of care.

=

Service Exclusions Not offered at the same time as any out-of-home services.

2. Not offered at the same time as any Intensive In-Home
Intervention, Multisystemic, Function Family Therapy or
Intensive Outpatient service, except in cases where the
youth has a planned discharge from Therapeutic Group

Home within thirty (30) days of referral.

Clinical Exclusions None

Staffing Requirements:

In addition to the staffing requirements listed in the general standards, these staff requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
staffing requirements will supersede the general standards.

1.

Pwn

o 0

© N

The services must be provided by a multidisciplinary team knowledgeable in evidence-based

treatment and comprised of the following with the stated ratios:

a. Child and adolescent board certified psychiatrist 1:16;

b. Licensed psychologist 1:16;

c. Intensive Family/Systems Therapist Credentialed LCSW, LMFT, or APRN with specialty
training in family 1:12;

d. Rehabilitation Services Occupational Therapist (OT), Recreational Therapist (RT), and
(Certified Substance Abuse Counselor (CSAC). Must include CSAC on staff 1:12;

e. Special Education certified teacher;

Nursing Staff:

e 1% (day) shift 1:4;

2" (evening) shift 1:4;

3" (night) shift 1:6;

One (1) R.N. minimum on each shift; and

Minimum of two (2) nursing staff at all times.

Staff must be CAMHD credentialed as defined in the general standards.

Delegation Agreements will be sought for credentialing.

The program must be under the direction of a Hawaii licensed ABPN child and adolescent

psychiatrist.

Psychiatric coverage is required and a psychiatrist must be a full time position on the unit.

The program staff ratios need to be adjusted during periods when acuity is high or there is

greater activity.

CAMHD Medical Director will approve a one to one (1:1) staffing ratio when required.

Staffing ratios must apply to CAMHD HBR population and cannot be counted at the same time

for staffing of acute or other populations.

All staff must have an understanding of and ability to assess symptoms, medication issues, and

behaviors in order to be able to identify psychiatric situations requiring additional psychiatric or

nursing staff assistance.

-
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Clinical Operations

In addition to the clinical operation requirements listed in the general standards, these requirements
must also be followed. If the standards referenced here differ from those in the general standards,
these clinical operation requirements will supersede the general standards.

1. This service must operate within a locked unit of a licensed accredited hospital.

2. Services must be available twenty-four (24) hours a day, seven (7) days a week.

3. Comprehensive multi-disciplinary assessments are performed within forty-eight (48) hours and
include consideration of evidence-based treatment options, current DSM version assessments
on Axes | — V, assessments of youth, family, community strengths/resources, and specific multi-
modal treatment recommendations that target the specific bio-psycho-social factors that
precipitated the admission and those that can be realistically targeted in treatment to maximize
the opportunity for transition to a stable less restrictive level of care. The assessment also
includes comprehensive evaluations of the youth’s developmental milestones and course;
family/systems and contextual influences current and past school, work, or other social role;
ability to interact socially (including peer relationships); substance use/abuse; and a summary of
all prior psychiatric hospitalizations, medication trials, and other mental health and /or
psychosocial interventions including an assessment of their degree of success and/or failure.

4. A plan that emphasizes the youth’s role in his family and community is required. This includes a
normalized routine and an orderly schedule to help develop positive interpersonal skills and
behaviors, more appropriate interactions with family and caregivers is to be developed within ten
(10) days of admission based on observations and assessments.

5.  Every admission must be documented.

6. The psychiatrist’s participation in support of the youth must be documented at least once a week
in treatment team meetings and in progress and treatment notes at least three (3) times per
week and at least two (2) of these notes reflect face-to-face meetings with the youth. The
psychiatrist observes, assesses and/or treats the youth in accordance with the treatment plan.
The psychiatrist routinely assesses the effectiveness of treatment, coordination of treatment,
management of medication, and medical treatment. A psychiatrist is available twenty-four (24)
hours a day to direct any psychiatric emergencies and emergency interventions.

7. Involvement of parent(s)/caregiver(s) is/are essential in the provision of this service and is a
necessary tool in enabling the youth to move to less restrictive services. This requirement,
however, should not be allowed to become a barrier to the delivery of services to youth whose
parent(s) or caregiver(s) is/are not able to participate or not available.

8. Transition planning for less intensive service options must begin at the onset of this service
delivery and documentation must demonstrate this planning as well as activities undertaken to
support this transition process. Any known service providers, who will be treating the youth and
family after discharge, will be included in transition planning efforts.

9. The MHCC and Clinical Director will engage in ongoing collaboration with the HBR staff
regarding the youth’s status and adherence to the treatment plan. Specifically, the HBR staff
must work collaboratively with the MHCC, Clinical Director, youth and family in the development
of individualized treatment, discharge criteria and transition plans that are informed by current
diagnostic and assessment information.

10. The HBR program has clear procedures for training, which specify its approach to positive
behavior supports. These procedures must clearly delineate its methods of training and
implementation for positive behavioral intervention.

11. Forthe Hospital Based Residential (HBR) level of care, a written admission summary that details
the initial diagnosis, mental status, presenting problem, preliminary recommendations and further
assessments/testing needed is submitted to the CAMHD Branch within five (5) working days of
admission.

12. Please see Section | General Standards for additional clinical operation requirements:
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e D. CAMHD Co-Occurring Disorders;
F. Referral Process for Services:
= Referral Acceptance;
G. CAMHD Continuity of Care;
H. Staffing:
I. Supervision;
J. Evaluation of Staff Performance;
K. Credentialing Requirements;
K. Medication Monitoring / Tracking;
N. Service Quality;
O. Minimum Reporting Requirements:
= CAMHD Admission Summary;
o P. Risk Management:
= Criminal, Child Abuse, and Background Screening;
= Safety;
= Restraints and Seclusion;
= Sentinel Events and Incidents;
= Police.

Documentation

1.

In addition to the documentation requirements listed in the general standards, these
requirements must also be followed. If the standards referenced here differ from those in the
general standards, these documentation requirements will supersede the general standards.
Please see Section | General Standards for documentation requirements including the following:
o E. Service Planning:
= Mental Health Treatment Plan including transition, crisis and discharge planning;
= Discharge Summary;
e M. Maintenance of Service Records:
= Progress Notes;
e O. Minimum Reporting Requirements:
= Monthly Treatment and Progress Summary;
= CAMHD Attendance and Encounter Records.
Daily attendance of each youth patrticipating in the program must be documented showing
number of hours in attendance for billing purposes.
An RN'’s progress note showing participation in support of the youth and treatment plan must be
documented at least daily for the first week and in each subsequent three (3) day period. Every
nursing contact, including medication administration, must be documented and placed in the
youth’s chart within twenty-four (24) hours of service.
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A.

PEER SUPPORT

Definition

Provided by peer counselors to youth, young adults and their
families under the consultation, facilitation or supervision of a
QMHP who understands rehabilitation and recovery. This service
provides scheduled activities that promote socialization, recovery,
self-advocacy, development of natural supports, and maintenance
of community living skills. Youth and their families actively
participate in decision-making and the operation of the
programmatic supports.

Services Offered

Self-help support groups.

Telephone support lines.

Drop in centers.

Sharing the peer counselor’'s own life experiences related to
mental iliness will build alliances that enhance the consumers
ability to function in the community.

5. These services may occur at locations where consumers are
known to gather (e.qg., churches, parks, community center,
etc.).

PwbPE

Admission Criteria

All of the following criteria are met:

1. The identified young adult or youth meets SEBD Eligibility
criteria for CAMHD (as defined in Appendix B-7), is registered
with a Branch and has an assigned MHCC;

2. The young adult or youth must be between the ages of twelve
(12) to twenty-one (21);

3. The young adult, youth and their family desires a peer
counselor and is actively involved in determining activities
and amount of time spent with peer counselor; and

4. The CSP includes this service and measurable objectives for
outcomes of this service prior to admission.

Initial Authorizations

Authorization may be up to sixty-four (64) units per month for three
(3) months by the MHCC.

Unit = fifteen (15) minutes

Re-Authorization

Reauthorization may be up to sixty-four (64) units a month for
three (3) months as authorized by the MHS1, not to exceed (12)
months.

Unit = fifteen (15) minutes

Continuing Stay Criteria

All of the following criteria are met:
1. The young adult, youth and family is able and/or willing to
actively engage in this service as reflected on the CSP.

Discharge Criteria

Meets at least one (1) of the following:
1. The young adult or youth is no longer eligible for SEBD
services. As part of discharge, the MHCC will help coordinate
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transfer to appropriate treatment services in the least
disruptive manner possible;

2. The young adult, youth or family has increased functional
skills to the point that peer support is longer needed;

3. Young adult, youth and/or family has been linked with natural
supports that was previously provided by a peer counselor;

4. The young adult or youth/family no longer wants to participate
in this service.

Service Exclusions Peer Support is not a standalone service, but is part of a larger
treatment plan.

Clinical Exclusions Young adult or youth in need of immediate crisis stabilization
because of active suicidal, homicidal, or psychotic behavior. Once
stable, young adult or youth who otherwise meet the eligibility
criteria may be referred into this service;

Staffing Requirements:

1.

In addition to the staffing requirement listed in the general standards, these staff requirements

must also be followed. If the standards referenced here differ from those in the general standards,

these staffing requirements will supersede the general standards.

Peer counselor means the individual has self-identified as a consumer or family member of a

recipient of mental health services; has received specialized training; has passed a test, which

includes both written and oral components of the training; has passed a background check and is

credentialed as a peer counselor.

Peer counselor must demonstrate:

a. That they are well grounded in their own recovery for at least one (1) year or a family member
of some well grounded in his/her own recovery.

b. Willingness to a pretest for reading comprehension and language composition; and

c. Qualities of leadership, including governance, advocacy, creation, implementation or
facilitation of peer-to-peer groups or activities.

Peer counselor must be able to:

a. ldentify services and activities that promote recovery by instilling hope and which decrease
stigma in the environments in which they serve;

b. Articulate points in their own recovery stories that are relevant to the obstacles faced by
consumers and the family members of mental health services;

c. Promote personal responsibility for recovery as the individuals or family members of
consumers of mental health services defines recovery;

d. Implement recovery practices in the broad arena of mental health services delivery system;

e. Provide a wide range of tasks to assist consumers in regaining control over their own lives
and recovery process (e.g. promoting socialization, self advocacy, developing natural
supports, stable living arrangements, education, supported employment);

f. Serve as a consumer advocate;

g. Provide consumer information and peer support in a range of settings; and

h. Model competency in recovery and ongoing coping skills.

Clinical Operations

1.

Program must have a QMHP that oversees all program staff and is responsible for all clinical
decisions made.
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2. Peer support services are provided by credentialed Peer Counselors under the consultation,
facilitation or supervision of a QMHP who understands rehabilitation and recovery.

3. Peer counselor training shall be focused on the principles and concepts of recovery and how this
differs from the medical model, the creation of self-help and coping skills and advocacy. Training
will include:

Understanding the Hawaii's system of care including CAMHD;

What is peer support and how it promotes recovery;

How to advocate for age appropriate peer support projects;

How to facilitate groups and teams;

Understand self-directed recovery;

How to create your own self-help coping skills plan;

How to start and sustain self-help/mutual support groups;

How to form and sustain a personal support team;

How to promote recovery, self-determination and community reintegration;

Assist consumer to do for themselves and each other;

Assist in skill building, goal setting, and problem solving;

Assist consumers to build their own self-directed recovery tools; and

Assist consumers by supporting them in development of an individual service plan that has

recovery goals and specific steps to attain each goal.

4. Peer counselors are responsible for the implementation of peer support services

5. The peer counselor should be assigned no more than four (4) young adult, youths or family
member for mentoring or as identified in the peer counselor’s supervision plan.

6. The program must has clear procedures, which specify its approach to young adult, youth or
family member to peer counselor match, screening of young adult or youth, screening of peer
counselor, supervision plans, training plans.

7. Peer counselors that are matched to mentor individuals must maintain monthly face-to-face
contact at least two (2) times per month.

8. Peer counselor receive at a minimum, one (1) hour a month of client-specific group supervision
and one (1) hour a month of individual supervision by a QMHP or a MHP under the supervision of
a QMHP utilizing a combination of methods such as direct observation, coaching, and role
modeling to improve the level of skill. Case reviews must be part of each supervision hour.

9. Peer counselor supervision is also expected to include the development of and evaluation of plans
for staff development. In addition, peer counselors are expected to work under the guidance of a
QMHP or MHP under the supervision of a QMHP.

10. Please see Section | General Standards for additional clinical operation requirements:

o D. Co-Occurring Disorders;
o F. Referral Process for Services:
= Referral Acceptance;

G. CAMHD Continuity of Care;

H. Staffing;

J. Supervision;

J. Evaluation of Staff Performance;

K. Credentialing Requirements;

N. Service Quality;

O. Minimum Reporting Requirements;

P. Risk Management:
= Criminal, Child Abuse, and Background Screening;
= Safety;

» Restraints and Seclusion;
= Sentinel Events and Incidents;
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=  Police.

Documentation

1. The peer counselor shall maintain contact/activity log for each encounter with begin/end times and
activities during time together. These logs shall be fully dated and signed by the staff providing
supervision, originals of which shall be maintained in the agency’s master file within twenty-four
(24) hours of service.

2. The Contractor must submit a written discharge summary on all young adult, youth or family
member within one (1) week of service termination. The discharge summary shall include the
duration of service, level(s) of care, young adult, youth or family member’s adjustment, significant
problems or concerns that arose, significant young adult, youth or family member’s
accomplishments, the transition process and status of the young adult, youth or family member in
relation to ability to develop and maintain positive peer/social interactions.

3. Provider Monthly Summary: Contractors must submit monthly progress summary reports by the
5™ working day of the following month specifying young adult, youth or family member served,
setting of service, dates of service, targets addressed by the service and goodness of fit to the
young adult, youth or family member.

4. Please see Section | General Standards for additional documentation requirements:

o E. Service Planning:
= Mental Health Treatment Plan including transition, crisis and discharge planning;
= Discharge Summary;
¢ M Maintenance of Service Records:
= Progress Notes;
e O Minimum Reporting Requirements:
= Monthly Treatment and Progress Summary.
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B. COMPREHENSIVE MENTAL HEALTH ASSESSMENT

Definition

This assessment is performed (a) as part of the data collected to
determine eligibility for youth/young adults referred for CAMHD
services through the SEBD program, and/or (b) to provide needed
comprehensive clinical information on youth/young adults in the
SEBD program, to assist with coordination of services and with
treatment planning. This strengths-based approach seeks to
identify the needs of the youth or young adult in the context of their
family and community. This service includes interviews,
assessment activities, written report, and feedback to the young
adult or youth and the parent(s) or guardian(s).

Services Components

1. Complete the collection of assessment data (review
documentation, interview family member/s, interview and test
the young adult or youth, and obtain collateral information)
within fifteen (15) working days of the referral and
authorization;

a. The assessment should incorporate significant
information regarding presenting problems, family
psychiatric history, medical history, psychosocial,
educational, legal, and substance use status;

b. Assessors are requested to utilize Structured Diagnostic
Interviews such as the Diagnostic Interview Schedule for
Children (DISC), Children’s Interview for Psychiatric
Syndromes (CHIPS), Schedule for Affective Disorders
and Schizophrenia for School Aged Children (K-SADS),
or Anxiety Disorders Interview Schedule Child/Parent
Version (ADIS-IV);

c. The family/guardians is interviewed;

d. A face-to-face interview with the young adult or youth is
required to obtain mental status information and collect
information through testing and verbal exchange;

e. Face-to-face or telephone interviews with relevant
collaterals (e.g., teacher, therapist, Child Welfare worker)
should be pursued; and

f. The CAFAS/PECFAS* and CASII should be completed
and included in the report. In general, the ASEBA
checklists should be completed, including Parent,
Teacher, and Youth self-report forms, with both raw data
and computer-generated reports attached to the mental
health assessment report®.

2. The assessor will:

a. Review the findings in a face-to-face feedback session
(where feasible) with young adult or youth/family, within
five (5) working days of the report’'s completion, and
document this in a progress notes. If, after extensive
efforts are made (i.e. at least three (3) attempts), the

* The PECFAS is the appropriate instrument for children under the age of 6 years.
® There are times when the young adult or youth will refuse to complete the YSR checklist, or the parent or teacher is
unavailable to complete their comparable versions of the checklist or does not return the data within the timeline.
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provider is not able to schedule a face-to-face feedback
session, a phone feedback session is the alternative.
Inability to contact the family within the specified time will
be reported to the MHCC who will document it in the
progress notes; and

b. Obtain written informed consent, or ensure that such
consent has been obtained, before conducting
evaluation.

Admission Criteria

All of the following criteria are met:
1. The young adult or youth is enrolled with a Branch, and is in
the process of eligibility determination for the SEBD program;
OR
2. The identified young adult or youth meets SEBD Eligibility
criteria for CAMHD (See Appendix B-7), is registered with a
Branch and has an assigned MHCC,;
AND
3. The treatment team determines there is a need for
comprehensive clinical information on the youth/young adult
to inform coordination of services and treatment planning.

Initial Authorizations

Authorization may be up to twenty (20) units with approval of the
Branch Chief.

This includes up to sixteen (16) units for assessment activities and
up to four (4) units for the feedback session.

Note: There is no payment for travel time, wait time, no-shows or
cancellations. These units do not include report-writing time, as it
is incorporated in the unit cost.

Unit = fifteen (15) minutes

Re-Authorizations

If under exceptional circumstances additional units are needed, the
provider must submit justification for approval by the Branch Chief.

Discharge Criteria

At least one (1) of the following criteria is met:

1. The assessment and feedback session are completed,;

2. The written report has been submitted to the Branch Chief
and meets these standards for clinical content. Evaluations
not meeting these standards will be returned to the evaluator
with suggested changes/concerns identified;

3. The young adult or youth/family no longer wants to participate
in this service and revokes consent in writing3;

4. The young adult or youth is no longer eligible for SEBD
services. As part of discharge, the MHCC will help coordinate
transfer to appropriate treatment services in the least
disruptive manner possible.

® If the young adult or family revokes consent or refuses to release the report to CAMHD, they will be liable for the cost of

the service.
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Service Exclusions Comprehensive Mental Health Assessment will not be preformed
for a young adult/youth who have already had an adequate mental
health assessment within one (1) year. The assessment must be a
written report that meets these quality standards as determined by
the Branch Chief’s review of the report.

Clinical Exclusions Young adult or youth in need of immediate crisis stabilization
because of active suicidal, homicidal, or psychotic behavior. Once
stable, young adult or youth who otherwise meet the eligibility
criteria may be referred into this service;

Staffing Requirements

1.

2.

The provider of a Comprehensive Mental Health Assessment shall meet one of the following
requirements:
a. Credentialed by CAMHD as a Qualified Mental Health Professional (QMHP);
OR
b. Credentialed by CAMHD as a Mental Health Professional (MHP);
AND
c. Working under the supervision of a QMHP. The supervisor is expected to review all data on
which the current report is based, and participate in the interpretation of data and the
development of the diagnoses and recommendations. The supervisor is to co-sign the report
acknowledging supervisory responsibility for the assessment.
Assessors are to follow all applicable professional practice standards and ethical guidelines.

Clinical Operations

1.

arwn

Direct service providers must coordinate with family/significant others and with other systems of
care such as education, juvenile justice, child welfare as needed to provide service.

Direct service providers must obtain consents for assessments.

Report contains all components listed in the documentation section.

Report is typed.

Report is submitted to Branch Chief within twenty (20) working days of referral and authorization.

Documentation
The complete written report is due within twenty (20) working days from date of referral and
authorization. Written report includes all of the following:

1.
2.

3.
4.
5

©CoNOo

Date(s) of assessment and date of report;

Identifying information: young adult or youth name, DOB, legal guardian, home school, grade
level, IDEA status;

Reason for referral;

Sources of information: including review of records, interviews, and assessment tools;

Brief developmental, medical, family, social, educational, and psychiatric history. History should
include past and current use of and reasons for psychotropic medications and reports of
significant past traumatic experiences;

Substance use history;

Description and history of presenting problems;

Mental Status Exam;

Assessment results and interpretation; must include specific scores from psychometric
instruments, plotted profiles when appropriate, and clear interpretations;

10. Description of young adult or youth and family strengths including formal and informal supports;
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Clinical formulation/justification of the diagnosis;

Diagnostic impressions: DSM IV-5 axes;

Summary of findings highlighting strengths, concerns, and needs that must be met for young adult

or youth to function adequately in their home and community;

Strength-based recommendations with suggested goals and measurable objectives must be

included. Recommendations will conform to the following:

a. Supported by research evidence;

b. Described and address the needs of the young adult or youth and family;

c. Avoid specifying a particular services, program or eligibility status. For example, it should not
be specified that young adult or youth needs “residential treatment.” Instead,
recommendations should focus on youth/young adult’s particular needs, e.g. “the youth is in
need of close supervision due to...”;

d. Include treatment interventions that are provided in the least restrictive manner that will
address the needs of the young adult or youth and family. These may include therapeutic
strategies or behavioral support approaches;

e. Reportis singed by the assessor (and his/her supervisor when applicable) acknowledging
responsibility for the assessment.
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C. FOCUSED MENTAL HEALTH ASSESSMENT

Definition

This assessment is performed any time the treatment team
determines that an in-depth evaluation of the young adult/youth is
necessary for satisfactory clinical care. This assessment is done
to clarify diagnostic and treatment issues when new clinical
symptoms have emerged or when there is a lack of expected
progress. The assessment builds upon previous evaluations,
incorporates additional relevant data (e.qg., from interviews and the
review of new information) and answers one or more specific
referral questions. This service includes assessment activities,
written report, and feedback to the young adult or the youth and
his/her parent(s) or guardian(s).

Services Components

1. Complete the collection of assessment data (review
documentation, interview family member(s), interview and
test the young adult or youth, and obtain collateral
information) within fifteen (15) working days of the referral
and authorization;

a. The family/guardians will be interviewed. Assessors are
required to utilize structured diagnostic interviews [such
as the Schedule for Affective Disorders and
Schizophrenia for School-Aged Children (K-SADS) or
Children’s Interview for Psychiatric Syndromes (CHIPS)]
or targeted self-report inventories as indicated to answer
the referral question(s);

b. Behavioral observations across the youth/young adult’s
environments may be conducted if necessary to answer
referral question;

c. A face-to-face interview with the young adult/youth is
required to update mental status information and collect
additional information through testing and verbal
exchange;

d. Face-to-face or telephone interviews with relevant
collaterals (e.g., teacher, therapist, Child Welfare worker)
should be pursued;

e. The CAFAS/PECFAS* and the CASII should be
completed and included in the report. The ASEBA
checklists should be completed, including the Parent,
Teacher and Young adult or youth Self-report forms, with
both raw data and computer-generated reports attached
to the mental health assessment reports; and

f.  Qualified providers may administer selected, evidenced-
base psychological test or self-report measures when
needed to answer specific referral question(s) (see
Section lll for practice guidelines regarding assessment
instruments for specific disorders).

* The PECFAS is the appropriate instrument for children under the age of 6 years.
® There are times when the young adult or youth will refuse to complete the YSR checklist, or the parent or teacher is
unavailable to complete their comparable versions of the checklist or does not return it within the timeline. This should be

documented in the written report.
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2. The assessor will:

a. Complete the written report within twenty (20) working
days from the referral and authorization;

b. Review the findings in a face-to-face feedback session
with young adult or youth/family, within five working days
of the report’s completion. If, after extensive efforts are
made (i.e. at least three attempts), the provider is not
able to schedule a face-to-face feedback session, a
phone feedback session is the alternative. Inability to
contact the family within the specified time will be
reported to the MHCC who will document it in the
progress notes; and

c. Obtain written informed consent, or ensure that such
consent has been obtained, before conducting evaluation
or releasing the report to the appropriate person or
agency.

Admission Criteria

All of the following criteria are met:

1. The identified young adult or youth meets SEBD Eligibility
criteria for CAMHD (See Appendix B-7), is registered with a
Branch and has an assigned MHCC,;

2. Young adult or youth is in need of assessment services for at
least one of the following reasons;

a. Requires a focused assessment to clarify diagnoses
and/or treatment issues;

b. Requires a focused assessment to address lack of
treatment progress; and

c. Requires a focused assessment to address persistent or
new clinical symptoms.

Initial Authorizations

Authorization may be up to sixteen (16) units with approval from
Branch Chief.

Authorization includes up to twelve (12) units of assessment
activities and up to four (4) units for the face-to-face feedback
session.

Note: There is no payment for travel time, wait time, no-shows or
cancellations. These units do not include report-writing time as it
is incorporated in the unit cost.

Unit = fifteen (15) minutes

Re- Authorization

If under exceptional circumstances additional units are needed for
assessment activities, the provider must submit justification for
approval by the Branch Chief.

Justification must include an explanation of why the standard
authorization was insufficient as well as the details of the specific
evidence-based assessments to be utilized.
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Discharge Criteria

At least one (1) of the following criteria is met:

1. The assessment and feedback session have been
completed; the written report has been submitted to the
Branch Chief and meets these standards for clinical and
operational content. Evaluations not meeting these
standards will be returned to the evaluator with suggested
changes/concerns identified,;

2. The young adult or youth/family no longer wants to participate
in this service and revokes consent®; or

3. The young adult or youth no longer eligible for SEBD
services. As part of discharge, the MHCC will help
coordinate transfer to appropriate treatment services in the
least disruptive manner possible.

Service Exclusions

1. A Focused Mental Health Assessment will not be performed
with youth or young adults who have a Mental Health
Assessment current within one (1) year for whom there is no
current clinical question needing immediate further
investigation.

2. A Focused Mental Health Assessment is not a stand-alone
service, but is part of a larger treatment plan, and the young
adult or youth/family must be actively engaged | the services.

3. When a youth or young adult is due for an annual
assessment and there is no specific clinical question to be
addressed, a Summary Annual Assessment should be
performed.

Clinical Exclusions

Young adult or youth in need of immediate crisis stabilization
because of active suicidal, homicidal, or psychotic behavior. Once
stable, young adult or youth who otherwise meet the eligibility
criteria may be referred into this service.

Staffing Requirements:

1. The provider of a Focused Mental Health Assessment must be a CAMHD credentialed QMHP
meeting one (1) of the following requirements:
a. Credentialed by CAMHD as a Qualified Mental Health Professional (QMHP);

OR

b. Credentialed by CAMHD as a Mental Health Professional (MHP);

AND

Working under the supervision of a QMHP. The supervisor is expected to review all data on
which the current report is based, and participate in the interpretation of data and the
development of the diagnosis and recommendations. The supervisor is to co-sign the report
acknowledging supervisory responsibility for the assessment.

® If the young adult or family revokes consent or refuses to release the report to CAMHD, they will be liable for the cost of

this service.
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2.

Assessors are to follow all applicable professional practice standards and ethical guidelines.
Assessors are expected to provide only those services and utilize only those assessment
instruments for which they have received adequate training. Most psychological testing must be
performed only by a licensed psychologist or by a psychologist-in-training under the supervision of
a licensed psychologist.

Clinical Operations

1.

arwnN

Direct service providers must coordinate with family/significant others and with other systems of
care such as education, juvenile justice system, child welfare as needed to provide service.
Direct service providers must obtain consents for assessments.

Report contains all content components listed in the documentation section.

Report is typed.

Report is submitted to MHCC within twenty (20) working days of referral and authorization.

Documentation
Complete written report due within twenty (20) working days from date of referral and authorization.
Written report includes all of the following:

1.
2.

akrow

Date(s) of assessment and date of report;

Identifying information: young adult or youth name, DOB, legal guardian, home school, grade
level, IDEA status;

Reason for referral. This must include the specific referral questions to be addressed;
Sources of information: including review of records, interviews, and assessment tools;

Brief developmental, medical, family, social, educational, and psychiatric history. History should
include past and current use of and reasons for psychotropic medications and reports of
significant past traumatic experiences. This section should highlight changes from past
assessment reports and aspects of the history that are relevant to the referral question(s);
Substance use history;

Description and history of presenting problems;

Behavioral observations and Mental Status Exam;

Assessment results and interpretation; must include specific scores from psychometric
instruments, plotted profiles when appropriate, and clear interpretations;

. Description of young adult or youth and family strengths including formal and informal supports;
. Clinical formulation/justification of the diagnosis;

. Diagnostic impressions: DSM V-5 axes;

. Summary of the findings highlight strengths, concerns, and needs that must be met for young

adult or youth to function adequately in their home and community. This summary should answer
the referral question(s), including addressing the function of the current problematic behavior;

. Strength-based recommendations with suggested goals and measurable objectives must be

included. Recommendations will conform to the following:

a. Supported by research evidence;

b. Describe and address the needs of the young adult or youth and family and build upon
strengths;

c. Avoid specifying a particular services, program or eligibility status. For example, it should not
be specified that young adult or youth needs “residential treatment.” Instead,
recommendations should focus on young adult or youth’s particular needs, e.g. “the young
adult or youth is in need of close supervision due to...”;

d. Include treatment interventions that are provided in the least restrictive manner that will
address the needs of the young adult or youth and family. These may include therapeutic
strategies or behavioral support approaches;
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e. The reportis signed by the assessor (and his/her supervisor when applicable) acknowledging
responsibility for the assessment.
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D. SUMMARY ANNUAL ASSESSMENTS

Definition

This assessment is performed in order to describe the current
status of the young adult or youth and his or her circumstances. It
is performed yearly, when the CSP team determines that there are
no clinical concerns that would call for a focused or comprehensive
assessment to be performed instead. The service includes a brief
assessment and report, with feedback to the young adult or youth
and his/her parent(s) or guardian(s). CAMHD contracted providers
that are currently providing services and that have known the
young adult or youth for at least three (3) months shall provide the
Summary Annual Assessment when it is due or as defined in the
specific service standard.

Services Components

1. Complete the collection of assessment data and the written
report within fifteen (15) working days of the referral and
authorization.

2. The CAFAS/PECFAS’ and CASII should be completed and
included in the report. The ASEBA checklists should be
completed, including Parent, Teacher, and Young adult or
youth self-report forms, with both raw data and computer-
generated reports attached to the mental health assessment
report®.

3. Assessment activities may include a record review and brief
interviews the young adult, young adult or youth, family
members or other collaterals as needed to complete the
summary.

4. Review the findings in a face-to-face feedback session
(where feasible) with the young adult or young adult or
youth/family, within five working days of the report’s
completion, and document this in the progress notes. If, after
extensive efforts are made (i.e. three attempts), the provider
is not able to schedule a face-to-face feedback session, a
phone feedback session is the alternative. Inability to contact
the family within the specified time will be documented in the
progress notes.

5. Obtain written informed consent, or ensure that such consent
has been obtained, before conducting evaluation.

Admission Criteria

All of the following criteria are met:

1. The identified young adult or youth meets SEBD Eligibility
criteria for CAMHD (See Appendix B-7), is registered with a
Branch and has an assigned MHCC; and

2. Young adult or youth is in need of a Summary Annual
Assessment as part of the comprehensive delivery of
services.

" The PECFAS is the appropriate instrument for children under the age of 6 years.

& There are times when the young adult or youth will refuse to complete the YSR checklist, or the parent or teacher is
unavailable to complete their comparable versions of the checklist or does not return the data within the timeline. This
should be noted and discussed in the written evaluation report.
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Initial Authorizations

Authorization may be up to eight (8) units by the MHCC, if
assessment is not required as part of the services being provided.

Note: There is no payment for travel time, wait time, no-shows or
cancellations.

Unit = fifteen (15) minutes

Re- Authorization

Not applicable

Discharge Criteria

At least one (1) of the following criteria are met:

1.

2.

3.

The assessment and feedback session have been completed
and the written report submitted to MHCC, meets clinical and
service content standards as determined by the Clinical
Psychologist. Evaluations not meeting these standards will
be returned to the evaluator with suggested
changes/concerns identified;

The young adult or youth/family no longer wants to participate
in this service and revokes consent®; or

The young adult or youth is no longer eligible for SEBD
program. As part of discharge, the MHCC will help
coordinate transfer to appropriate treatment services in the
least disruptive manner possible.

Service Exclusions

Young adult or youth with a Mental Health Assessment
current within one (1) year or those being referred for a
Comprehensive Mental Health Assessment or a Focused
Mental Health Assessment.

The service currently being provided is require to conduct the
assessment as part of the services offered.

Clinical Exclusions

Young adult or youth in need of immediate crisis stabilization
because of active suicidal, homicidal, or psychotic behavior.

Staffing Requirements:

1. The provider of a Summary Annual Assessment shall meet one (1) of the following requirements:
a. Credentialed by CAMHD as a Qualified Mental Health Professional (QMHP);

OR

b. Credentialed by CAMHD as a Mental Health Professional (MHP);

AND

c. Working under the supervision of a QMHP above. The supervisor is expected to review all
data on which the current report is based, and participate in the interpretation of data and the
development of the diagnoses and recommendations. The supervisor is to co-sign the report
acknowledging supervisory responsibility for the assessment.

2. Assessors are to follow all applicable professional practice standards and ethical guidelines.

° If the young adult or youth/family revokes consent or refuses to release the report to CAMHD, they will be liable for the

cost of this service.
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Clinical Operations

1.

abrown

Direct service providers shall collaborate with family/significant others and with other systems of
care partners such as education, juvenile justice, child welfare as needed to provide coordinated
services.

Direct service providers must obtain consents for assessments.

Report contains all service content components described in the documentation section.

Report is typed.

Report is submitted to MHCC within twenty (20) working days of referral and authorization.

Documentation

Complete written report is due within twenty (20) working days from date of referral and authorization.
Written report includes all of the following, highlighting information about the past year and information
gained since the last assessment:

1.
2.

3.
4.

No o

10.
11.

12.

Date(s) of assessment and date of report;

Identifying information: young adult or youth name, DOB, legal guardian, home school, grade

level, IDEA status;

Sources of information: including review of records, interviews, and assessment tools;

Significant changes and/or new information regarding developmental, medical, family, social,

educational, legal, substance abuse, medical and psychiatric status, exposure to trauma and use

of and reasons for psychotropic medications;

Summary of treatment and progress over the past year;

Behavioral observations and mental status exam;

Assessment results and interpretation from the Achenbach(s), CASII and CAFAS/PECFAS; must

include specific scores from these instruments and clear interpretations;

Description of young adult or young adult or youth and family strengths including formal and

informal supports and highlighting newly developed strengths;

Clinical formulation and justification of diagnosis;

Diagnostic impressions: DSM IV-5 axes;

Summary of strengths, concerns, and description of needs that must be met for youth/young adult

to function adequately in his/her home and community;

Strength-based recommendations for any needed changes in the service plan should be included,

with suggested goals and measurable objectives. Recommendations will conform to the following:

a. Supported by research evidence;

b. Describe and address the needs of the young adult or youth and family and build upon
strengths;

c. Avoid specifying a particular services, program or eligibility status. For example, it should not
be specified that young adult or youth needs “residential treatment.” Instead,
recommendations should focus on young adult or youth’s particular needs, e.g. “the young
adult or youth is in need of close supervision due to...”;

d. Include treatment interventions that are provided in the lease restrictive manner that will
address the needs of the young adult or youth and family. These may include therapeutic
interventions or behavior support strategies;

e. Report is signed by the assessor (and his/her supervisor when applicable) acknowledging
responsibility for the assessment.
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E. PSYCHIATRIC EVALUATION

Definition

Psychiatric diagnostic examination, specifically completed by a
American Board of Psychiatry and Neurology Board
Eligible/Certified Child Psychiatrist, includes history, mental status
exam, physical evaluation or exchange of information with the
primary physician, and disposition. This service is limited to an
initial or follow-up evaluation for medically complex or
diagnostically complex young adult or youth. This evaluation does
not involve psychiatric treatment or medication management.

Services Components

1. Provider is responsible for contacting the young adult or

family to set up an appointment within one (1) week of referral

and authorization. The evaluation interview(s) and data

gathering shall be completed within fifteen (15) shall be
submitted to the CAMHD Branch within twenty (20) working
days from referral and authorization.

The psychiatrist is expected to review all previously collected

data prior to interviewing young adult or youth and family.

Psychiatric diagnostic evaluation of a patient includes

examination of a patient or exchange of information with the

primary physician, current mental health treatment providers,
the child’s school, other informants such as nurses or family
members, and the preparation of a report. This baseline
initial evaluation includes vital signs (blood pressure and
pulse), height, weight, and neurological examination for
abnormal movements (using a standardized format such as
the AIMS) as well as mental status finding and other
appropriate clinical measurements. A detailed history of

previous medication trials and the results of such trials is a

necessary component of service. The use of systematic and

thorough diagnostic interviewing is encouraged.

A written report is generated to document the nature,

chronicity and severity of the disorder, DSM-1V diagnosis and

Biopsychosocial recommendations regarding treatment

interventions/medication. All recommendations shall be

based on the presenting needs of the young adult or youth
and family following evidence based practices and AACAP
practice guidelines. A report must be submitted to the MHCC
within twenty (20) working days from referral and
authorization. The report will include the following;

Behavioral observations and general presentation;

Description and history of presenting problems;

Description of current medical issues;

Any on-going substance use;

Current medications;

Complete Mental Status Examination including current

CASII;

g. Clinical formulation/Justification of Diagnoses (include
severity and duration of diagnoses; for Rule/Out or
Provisional diagnoses, explain what needs to occur to
obtain a more definite diagnosis);

~PooTw
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h. Diagnostic impression: DSM-IV -5 Axes;

i.  Discussion of findings and recommendations with young
adult or youth and family including fully explaining the
benefits, risks, and alternatives;

j. Reference of adherence to evidenced-based
psychopharmacological practice; and

k. Recommendations must include what benefits may or
may not be expected from the medication in a manner
measurable by client, family, and significant members of
the treatment team, and how the medication may
specifically assist any other concurrent treatments.

5. Assure that services are provided to young adult or youth in a
safe, efficient manner in accordance with accepted standards
and clinical practice.

Admission Criteria

All of the following criteria are met:

1. The identified young adult or youth meets SEBD Eligibility
criteria for CAMHD (See Appendix B-7), is registered with a
Branch and has an assigned MHCC,;

2. The young adult or youth presents as a medically complex or
diagnostically complex needing an initial or follow-up
evaluation; and

3. Clinical case review with the Clinical Director results in the
determination that Psychiatric Diagnostic Evaluation may be
beneficial to the client;

Initial Authorizations

Authorization may be to eight (8) units with approval from the
Branch Chief.

Unit = fifteen (15) minutes

Re-Authorization

Re-authorization of an additional four (4) units may be approved by
the Branch Chief if:

1. The evaluating psychiatrist identifies the need for additional
authorization and notifies the MHCC for Branch Chief review
and approval for one (1) of the following reasons:

a. The young adult or youth’s symptoms and/or maladaptive
behaviors during the assessment interviews persist at a
level of severity such that a complete evaluation has not
been achieved;

OR

b. New symptoms, maladaptive behaviors, or medical
complications have appeared during the interview
process which require an additional session to evaluate.

Discharge Criteria

At least one (1) of the following must be met:

1. The Psychiatric Diagnostic Evaluation was successfully
completed and a written report provided to the MHCC and is
reviewed and accepted by the Branch Chief or Clinical
Director. Evaluations not meeting these standards will be
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returned to the evaluator with suggested changes/concerns
identified;

Young adult or youth exhibits new symptoms or maladaptive
behavior, which preclude the ability to safely or effectively
complete the evaluation, and young adult or youth was
referred to a more intensive level of care;

The young adult or youth/family no longer wants to participate
in this service and revokes consent with no imminent danger
to self or others™®; or

The young adult or youth no longer eligible for CAMHD SEBD
program. As part of discharge, the MHCC will help
coordinate transfer to appropriate treatment services in the
least disruptive manner possible.

Service Exclusions

Not offered at the same time as Acute Psychiatric
Hospitalization, Hospital Based Residential, Partial
Hospitalization, and Community-based Residential Level I, II
and Ill, or Community-based Clinical Detoxification.
Psychiatric Diagnostic Evaluation is not a stand-alone
service, but is part of a larger treatment plan.

Clinical Exclusions

Young adult or youth in need of immediate crisis stabilization
because of active suicidal, homicidal, or psychotic behavior.

Clinical Operations
1. The provider of the Psychiatric Evaluation must be a CAMHD credentialed QMHP meeting the

arwd

following:

a. Must be a current Hawaii-licensed psychiatrist; board certified by the American Board of
Psychiatry and Neurology (ABPN); and board certified or board eligible in Child/Adolescent
Psychiatry. QMHP Psychiatrists in hospital-based settings must be ABPN board certified in

Child/Adolescent Psychiatry.

Direct service providers must obtain consents for assessments.
Report contains all service content components.

Report is typed.

Report is submitted to MHCC within twenty (20) working days of referral and authorization.

Documentation
A complete written report is due to the within twenty (20) working days from date of referral and
authorization. The written report is generated to document the nature, chronicity, and severity of the
disorder, and recommendations regarding medication. The report will include the following:

Date(s) of assessment and date of report;

Identifying information: young adult or youth name, DOB, legal guardian, home school, grade

1.
2.

3.
4.
5

level, IDEA status;
Reason for referral;

Description and history of presenting problem;
Sources of information: including review of records, interviews, and assessment tools;

19If the young adult or youth/family revokes consent or refuses to release the report to CAMHD, they will be liable for the
cost of this service.

Page 246
Support for Emotional and Behavioral Development
Psychiatric Evaluation




INTERAGENCY PERFORMANCE STANDARDS AND PRACTICE GUIDELINES

6. Substance use history;
7. Description and history of presenting problems;

@~oooow

=

Behavioral observations and general presentation;

Description and history of presenting problems;

Description of current medical issues;

Any ongoing substance use;

Current medications;

Complete Mental Status Examination including CASII;

Clinical formulation/Justification of Diagnoses (including severity and duration of diagnoses;
for Rule/Out or Provisional diagnoses, explain what needs to occur to obtain a more definite
diagnosis);

Diagnostic impression: DSM-IV — 5 Axes;

Discussion of findings and recommendations with young adult or youth and family including
fully explaining the benefits, risks, and alternatives;

Reference of adherence to evidenced-based psychopharmacological practice;
Recommendations must include what may or may not be expected from the medication in a
manner measurable by client, family and significant members of the treatment team, and how
the medication may specifically assist any other concurrent treatments; and

Report is signed by the assessor acknowledging responsibility for the assessment.
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F.

MEDICATION MANAGEMENT

Definition

The ongoing assessment of the young adult or youth’s response to
medication, symptom management, side effects, adjustment
and/or change in medication and in medication dosage. Routine
medication management is provided by an American Board of
Psychiatry and Neurology Board Eligible/Certified Child
Psychiatrist or a Licensed Advanced Practical Registered Nurse
with prescription privileges.

Services Components

Medication Management may includes the following tasks:

1. Assessing the young adult or youth’s ongoing need for
medication;

2. Reference and adherence to evidence-based
psychopharmacological practices;

3. Determining overt physiological effects related to the
medications used in the treatment of the young adult or
youth'’s psychiatric condition, including side effects;

4. Determining psychological effects of medications used in the
treatment of the young adult or youth’s psychiatric condition
using appropriate Rating Scales;

5. Monitoring compliance to prescription medication;

6. Determining impact of medication use on other components

of the client’s treatment;

Renewing prescription(s);

Appropriate monitoring of height, weight, vital signs,

laboratory test, and neurologic findings in a standardized

format such as the AIMS when appropriate;

9. Direct observation and assessment as described above are
necessary components of medication monitoring; and

10. Full documentation of Informed Consent, including a signed
description of potential benefits and possible side effects of
the prescribed medication, that must be placed in the clinical
record prior to initiation of medication. The Consent must be
signed and dated by the young adult or youth’s parent(s) or
legal guardian.

© N

Admission Criteria

All of the following criteria are met:

1. The identified young adult or youth meets SEBD Eligibility
criteria for CAMHD (See Appendix B-7), is registered with a
Branch and has an assigned MHCC,;

2. The young adult or youth has been evaluated by a
psychiatrist, and is deemed in need of medication to treat a
behavioral, or other psychiatric disorder to prevent admission
to a more restrictive or intensive service level;

3. Once prescribed medication, the young adult or youth
requires ongoing monitoring for effectiveness and adverse
reactions and renewing prescriptions at frequencies
consistent with accepted practice. Ongoing routine
management requires at least quarterly (every third month)
monitoring and documentation; and

4. The CSP includes this service and measurable objectives for
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outcomes of this service prior to admission.

Initial Authorizations

Authorization may be up to four (4) units for the first three (3)
months with approval of the Branch Chief.

Unit = fifteen (15) minutes

Re-Authorization

Reauthorization is for four (4) units at least quarterly once
medications are effectively regulating the affective, behavioral,
thought disorder with approval of the Branch Chief.

Ongoing medication monitoring requires discussion between
CAMHD Branch personnel and the contract provider regarding the
patient’s adjustment.

Unit = fifteen (15) minutes

Discharge Criteria

At least one (1) of the following must be met:

1. The young adult or youth’s symptoms have stabilized and all
medications have been discontinued;

2. The young adult or youth and family no longer desire
psychopharmacological interventions and have withdrawn
consent, therefore, the medications have been discontinued,;
and

3. Young adult or youth no longer meets eligibility criteria for
SEBD program. As part of discharge, psychiatrist will
coordinate the transfer of the young adult or youth to
appropriate treatment services in the least disruptive manner
possible.

Service Exclusions

1. Not offered at the same time as Acute Psychiatric
Hospitalization, Hospital Based Residential, Partial
Hospitalization, Community-based Residential Levels I, 1l and
[ll, and Community-based Clinical Detoxification.

2. Medication Management is not a stand alone service, but is
part of a larger treatment plan and young adult or youth and
family is actively engaged treatment.

Clinical Exclusions

Young adult or youth in need of immediate crisis stabilization
because of active suicidal, homicidal, or psychotic behavior. Once
stable, young adult or youth who otherwise meet the eligibility
criteria may be referred for medication monitoring.

Staffing Requirements
1. The provider of the Medication Management must be a CAMHD credentialed QMHP meeting the
following:
Must be a current Hawaii-licensed psychiatrist; board certified by the American Board of
Psychiatry and Neurology (ABPN); and board certified or board eligible in Child/Adolescent

a.
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Psychiatry. QMHP Psychiatrists in hospital-based settings must be ABPN board certified in
Child/Adolescent Psychiatry; or

b. An Advanced Practice Registered Nurse (APRN) certified as a Psychiatric Clinical Nurse
Specialist with a current Hawaii license/certification with prescription privileges.

Clinical Operations
1. Direct service providers must coordinate with family/significant others and with other systems of
care such as education, juvenile justice system, child welfare as needed to provide service.
2. Direct service providers must obtain consents for treatment.
3. Service must be preceded by assessment of young adult or youth.
Documentation
1. A progress note must be placed within the patient’s record within twenty-four (24) hours of the
date of service.
2. The progress note must include all of the following information:
Name of patient and CR#;
The date, actual time and duration of the services rendered;
The signature of the Psychiatrist who rendered the service;
The place of service;
Current medications the young adult or youth is taking including dosage and intervals when
medication is to be administered;
f.  Side effects or adverse reactions the young adult or youth is experiencing;
g. Conditions in which the young adult or youth is refusing or unable to take medications as
h
[
J

PO TR

ordered or if the young adult or youth is compliant in taking medications as prescribed,;
Whether the medication (s) is effectively controlling symptoms;
Implications for other components of the client’s treatment;
. Any results from laboratory testing; and
k. Results of any Rating Scales employed.
3. Please see Section | General Standards for additional documentation requirements:
e E. Service Planning:
= Discharge Summary;
e O Minimum Reporting Requirements:
= Monthly Treatment and Progress Summary.
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G.

INDIVIDUAL THERAPY

Definition

Regularly scheduled face-to-face therapeutic services with a youth
or young adult focused on improving his/her individual functioning.
Individual therapy includes interventions such as cognitive-
behavioral strategies, behavioral plans, skills training, systemic
interventions, crisis planning and facilitating access to other
community services and supports. These therapy services are
designed to promote healthy independent functioning and are
intended to be focused and time-limited, with interventions reduced
and discontinued as the young adult or youth and family are able
to function more effectively. The usual course of treatment is six
(6) to twenty-four (24) sessions or six (6) months. This service
most often will be provided in conjunction with at least occasional
family therapy sessions.

Services Components

The provider must initiate services within two (2) weeks of referral
and authorization unless otherwise indicated by the MHCC.
1. Specific services include all of the following:

a. Access and review all historical and assessment data
available in the young adult or young adult or youth’s
clinical record;

b. Meet with the young adult or youth and relevant family
members in order to engage them in the treatment
process and assess and identify relevant issues, needs,
and goals for treatment planning;

c. Develop a written MHTP in collaboration with the young
adult or youth and family;

d. Involve other relevant parties in treatment planning (such
as schools, psychiatric providers, extended family
members) as indicated and with the permission of the
young adult or family. Regular consultation sessions with
the parent(s) or guardian(s) will be conducted as
appropriate;

e. Conduct regular sessions to work with young adult or
youth to facilitate his/her ability to cope and function in a
healthy manner through encouragement, support,
evidenced-based therapy, education, skills training, and
linkages to appropriate community services and
resources;

f.  Review interventions, needs, goals and progress with the
young adult or youth and family monthly and adjust the
treatment plan as needed; and

g. Assist with discharge planning in collaboration with
MHCC. This may include participation in transitional
therapy sessions if the young adult or youth is transferred
to a new level of care or new provider(s).

Admission Criteria

All of the following criteria are met:
1. The identified young adult or youth meets SEBD Eligibility
criteria for CAMHD (See Appendix B-7), is registered with a
Branch and has an assigned MHCC,;
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2. The CSP includes this service and measurable objectives for
outcomes of this service prior to admission;

3. The young adult or youth must be identified as needing extra
support increase coping skills and/or manage psychiatric
illness; and

4. There is reasonable expectation that the young adult or youth
will benefit from this service, i.e., that therapy will remediate
symptoms and/or improve functioning.

Initial Authorizations

Authorization may be up to sixteen (16) units per month for three
(3) months by the MHCC.

The total time in individual and family therapy sessions is not
expected to exceed three hours a week. If more intensive services
are needed past a temporary crisis, the family should be referred
to another more intensive service (i.e. MST or Intensive In-Home)

Note: Telephone contacts and logistical planning/preparation is
included in the unit cost. There is no payment for phone calls,
travel time, wait time, no-shows, or cancellations.

Unit = fifteen (15) minutes

Re-Authorization

Reauthorization may be up to sixteen (16) units per month for
three (3) months with approval of the MHS1.

Need for continuation of services longer than six months is
reviewed monthly by the Clinical Psychologist.

Unit = fifteen (15) minutes

Continuing Stay Criteria

All of the following criteria must be met as determined by clinical
review of service documentation, plans and progress:

1. The young adult or youth wants to continue to participate;

2. Services are being provided per MHTP/CSP as documented
in monthly progress summaries and plan reviews;

3. There are regular and timely progress reviews and
documentation of young adult or youth’s response to
interventions. Timely and appropriate modifications to the
MHTP are made that are consistent with the young adult or
youth’s status;

4. At least one (1) of the following criteria must be met:

a. Young adult or youth is demonstrating progress, but
goals have not yet been met, there is reason to believe
that goals can be met with ongoing therapy services;

b. Minimal progress toward treatment goals has been
demonstrated, there is reason to believe that goals can
be met with ongoing therapy services;
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c. Symptoms or behaviors persist at a level of severity that
was documented upon admission, and the projected time
frame for attainment of treatment goals has not been
reached. However, a less restrictive service would not
adequately meet the young adult or youth’s needs, and
other more intensive services are not considered
appropriate at this time. The treatment plan has been
adjusted and there is reason to anticipate improved
response to the planned approaches;

d. New symptoms have developed, and the behaviors and
the behavior can be safely and effectively addressed
through individual therapy services with an updated
treatment plan; and

e. When services are being provided after six (6) months of
individual therapy, the Clinical Psychologist has
determined that an appropriate evidenced-base
approach is being utilized and it is being provided with
adequate fidelity to the model.

Discharge Criteria

Young adult or youth is no longer in need of or eligible for service
due to at least one (1) of the following:

1. Targeted symptoms and/or maladaptive behaviors have
abated to a level of severity which no longer requires this
level of care as documented by attainment of goals in the
treatment plan;

2. Young adult or youth has demonstrated minimal or no
progress toward treatment goals for a three (3) month period
and appropriate modifications of plans have been made and
implemented with no significant success, suggesting the
young adult or youth is not benefiting from individual therapy
services at this time;

3. Young adult or youth exhibits new symptoms and/or
maladaptive behaviors which cannot be safely and effectively
addressed through individual therapy services;

4. Young adult or youth or family is not willing to continue to
participate in the services and revoke consent with no
imminent danger to self or others;

5. The young adult or youth is no longer eligible for SEBD
services. As part of discharge, the MHCC will help coordinate
transfer to appropriate treatment services in the least
disruptive manner possible;

Service Exclusions

Not offered at the same time as all any Out-of-Home service,
Intensive In-Home Intervention or Intensive Outpatient services,
unless the individual therapy is specialized and designed to
address a specific and targeted problem area (e.g. sexual
offending behavior) is needed to augment other services. It can be
authorized with review and approval of the Clinical Psychologist.
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Clinical Exclusions Young adult or youth in need of immediate crisis stabilization
because of active suicidal, homicidal, or psychotic behavior. Once
stable, young adult or youth who otherwise meet the eligibility
criteria may be referred to this service;

Staffing Requirements:

1. In addition to the staffing requirement listed in the general standards, these staff requirements
must also be followed. If the standards referenced here differ from those in the general standards,
these staffing requirements will supersede the general standards.

2. Individual therapy services shall be provided by personnel that meet one (1) of the following
requirements:

a. Credentialed by CAMHD as a Qualified Mental Health Professional (QMHP);
OR
b. Credentialed by CAMHD as a Mental Health Professional (MHP);
AND
c. Working under the supervision of a QMHP. The supervisor is expected to review all of the
supervisees work in detail.
3. Providers are to follow all applicable professional practice standards and ethical guidelines.

Clinical Operations
1. Direct service providers shall coordinate with family/significant others and with other systems of
care such as education, juvenile justice system, child welfare as needed to provide service.
2. Please see Section | General Standards for additional clinical operation requirements:
e D. Co-Occurring Disorders;
F. Referral Process for Services:
» Referral Acceptance;
G. CAMHD Continuity of Care;
H. Staffing:
I. Supervision;
J. Evaluation of Staff Performance;
K. Credentialing Requirements;
N. Service Quality;
O. Minimum Reporting Requirements;
P. Risk Management:
Criminal, Child Abuse, and Background Screening;
Safety;
Restraints and Seclusion;
Sentinel Events and Incidents;
Police.

Documentation
1. Please see Section | General Standards for documentation requirements:
e E. Service Planning:
= Mental Health Treatment Plan including transition, crisis and discharge planning;
= Discharge Summary;
¢ M. Maintenance of Service Records:
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= Progress Notes;
¢ O. Minimum Reporting Requirements:
= Monthly Treatment and Progress Summary;
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H.

GROUP THERAPY

Definition

Regularly scheduled, face-to-face therapeutic services for groups
of three or more young adult or youth for the purpose of
addressing symptoms/problems that prevent the development of
healthy functioning in the home, school or community. These
therapy services are designed to teach specific skills for
addressing the symptoms associated with defined disorders or
challenges and to provide support for the use of these skills. Group
Therapy services are focused and time-limited. This service can
include groups that address young adult or youths’ needs utilizing
a “multi-family group” format, in which the parents or guardian
attend the group along with the young adult or youth.

Services Components

1. Group therapy services include regularly scheduled face-to-
face interventions with three (3)or more youth or young adults
that are designed to improve home and community
functioning in the most natural and appropriate setting. A co-
therapist is required for groups of six (6) or more. Groups are
focused and time-limited, and young adult or youth may be
discharged from the group as targeted goals are reached
depending on the structure of the group.

2. Evidence-based treatments are utilized to structure groups.
Group therapies may involve verbal instruction and education,
modeling, coaching, role-playing, behavioral practice and
other group-oriented experiential modalities.

3. Specific goals may include: symptom reduction; increased
behavioral control; improved communication; social, coping;
anger management; problem solving; and other daily living
skills. Interventions should be tailored to address identified
young adult or youth needs. Services are designed to
promote healthy independent functioning and to build upon
the natural strengths of the young adult or youth and
community.

4. Because of the research evidence that group therapy may
have risks for disruptive behavior, delinquency, willful
misconduct, substance abuse, and some types of eating
disorders, particular care is to be used to assure that only
appropriately structured, evidence-based treatments are used
with these young adult or youth and that inappropriate young
adult or youth are not included in groups.

5. The provider must begin contacting the young adult or
youth/family within one (1) week of referral and initiate service
within four (4) weeks of authorization, unless otherwise
indicated by the MHCC.

6. Specific services include all of the following:

a. Accessing and reviewing all historical and assessment
data available in the young adult or youth’s clinical
record;

b. Meeting with the young adult or youth and family to
identify relevant issues, needs, and related goals to aid in
treatment planning and determine whether a planned
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group will meet the needs of the youth/young adult;

c. Participating in phone consultation with the MHCC to
promote the integration of services across domains
(home, community) as needed;

d. Implementing, monitoring, and adjusting interventions as
needed to address needs and accomplish objectives and
goals of the group; and

e. Conducting regular group sessions to work with young
adult or youth to address identified needs and goals per
treatment plan.

Admission Criteria

All of the following criteria are met:

1. The identified young adult or youth meets SEBD Eligibility
criteria for CAMHD (See Appendix B-7), is registered with a
Branch and has an assigned MHCC;

2. The young adult or youth must be between the ages of seven
(7) to twenty-one (21);

3. The CSP includes this service and measurable objectives for
outcomes of this service prior to admission;

4. There is a reasonable expectation that the young adult or
youth will benefit from this service, i.e., that group therapy will
remediate symptoms and/or improve functioning that relate to
improved ability to function in the most natural environment;
and

5. The youth or young adult has not been able to be successful
in community activities such as organized sports, Boys and
Girls Clubs, scouting etc. which might address the same
goals as the planned group (such as developing social skills,
increasing self-esteem, etc.).

Initial Authorizations

The MHCC may authorization up to one (1) group sessions per
week for up to three (3) months.

If sessions are one (1) hour, sixteen (16) units per month can be
authorized. If sessions are two (2) hours, thirty-two (32) units per
month can be authorized.

Note: Billable time is limited to time spent in face-to-face therapy
with young adult or youth. Telephone contacts and logistical
planning/preparation is included in the unit cost. There is no
payment for travel time, wait time, no-shows, or cancellations.

In the case of multi-family groups, providers can bill for the youth
only.

Unit = fifteen (15) minutes.

Re-Authorization

Reauthorization may be up to a three (3) additional months with
approval of the MHS1. The units authorized will depend on the
planned length of each group session.
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Any request for authorization beyond six (6) months must be
approved by the Clinical Psychologist.

Unit = fifteen (15) minutes.

Continuing Stay Criteria

All of the following criteria must be met as determined by clinical
review of service documentation, plans and progress every three
(3) months following admission:

1.

2.
3.

The evidence-based group therapy program has not been

completed;

Young adult or youth is willing to continue to participate;

Services are being provided per CSP/MHTP as documented

in progress summaries and plan reviews;

There are regular and timely assessments and

documentation of young adult or youth’s response to the

treatment plan are made that are consistent with the young
adult or youth’s status;

At least one (1) of the following criteria must be met:

a. Young adult or youth is demonstrating progress, but
goals have not yet been met, and there is reason to
believe that goals can be met with ongoing therapy
services;

b. Minimal progress toward treatment goals has been
demonstrated, and there is reason to believe that goals
can be met with ongoing therapy services;

c. Symptoms or behaviors persist at a level of severity that
was documented upon admission, and the projected time
frame for attainment of treatment goals has no been
reached. However, a less restrictive service would not
adequately meet the youth'’s or young adult’s needs, and
other more intensive services are not considered
appropriate at this time. The treatment plan has been
adjusted and there is reason to anticipate improved
response to the planned approaches;

d. New symptoms have developed, and the behaviors can
be safely and effectively addressed through therapy
services with an updated treatment plan; and

e. When service are being reviewed after more than six (6)
months of group therapy, the Clinical Psychologist has
determined that an appropriate, evidence-based
approach is being utilized and it is being provided with
adequate fidelity to the model.

Discharge Criteria

Young adult or youth is no longer in need of or eligible for this level
of service when at least one (1) of the following occurs:

1.

2.

The evidenced based, group therapy program has been
completed;

Targeted symptoms and/or maladaptive behaviors have
abated to a level of severity which no longer requires this
level of care as documented by attainment of goals;
Young adult or youth has demonstrated minimal or no
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progress toward treatment goals for a three month period,
suggesting the young adult or youth is not benefiting from
group therapy services at this time;

4. Young adult or youth exhibits new symptoms which cannot be

safely and effectively addressed through group therapy
services;
5. Young adult or youth is no longer willing to participate in this

service; or
6. The youth or young adult is no longer eligible for SEBD

services. As part of discharge, the MHCC will help coordinate

transfer to appropriate treatment services in the least
disruptive manner possible.

Service Exclusions

Not offered at the same time as all any Out-of-Home service,
Intensive In-Home Intervention or Intensive Outpatient service,
unless the Group Therapy is specialized and designed to address
a specific and targeted problem area (e.g. sexual offending
behavior) is needed to augment other services. It can be
authorized with review and approval of the Clinical Psychologist.

Clinical Exclusions

1. Young adult or youth in need of immediate crisis stabilization

because of active suicidal, homicidal or psychotic behavior.
Once stable, young adult or youth who otherwise meet the
eligibility criteria may be referred into this service;

Because group interventions pose risks for youth or young
adults with disruptive behavior, delinquency, willful
misconduct, substance abuse, and some types of eating
disorders, youth/young adults with these diagnoses should be
offered only well-structured, evidence-based group
interventions and only when the potential benefits are judged
to outweigh the potential risks (e.g. a highly structured coping
skills group for youth who engages in self-harm behavior
when upset and who also shows mis-conduct).

Staffing Requirements:
1. Group therapy services shall be provided by personnel that meet one (1) of the following

requirements:

a. Credentialed by CAMHD as a Qualified Mental Health Professional (QMHP);

OR

b. Credentialed by CAMHD as a Mental Health Professional (MHP);

AND

c.  Working under the supervision of a QMHP. The supervisor is expected to review all of the

supervises work in detail.

2. Providers are to follow all applicable professional practice standards and ethical guidelines.

Clinical Operations
In addition to the staffing requirement listed in the general standards, these staff requirements
must also be followed. If the standards referenced here differ from those in the general standards,
these staffing requirements will supersede the general standards.

1.
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2. Direct service providers shall coordinate with family/significant others and with other systems of
care such as education, juvenile justice system, child welfare as needed to provide service.
3. Please see Section | General Standards for additional clinical operation requirements:
e D. Co-Occurring Disorders;
o F. Referral Process for Services:
= Referral Acceptance;
G. CAMHD Continuity of Care;
H. Staffing:
I. Supervision;
J. Evaluation of Staff Performance;
K. Credentialing Requirements;
N. Service Quality;
O. Minimum Reporting Requirements;
P. Risk Management:
= Criminal, Child Abuse, and Background Screening;
= Safety;
= Restraints and Seclusion;
= Sentinel Events and Incidents;
= Police.

Documentation
1. Please see Section | General Standards for documentation requirements:
o E. Service Planning:
= Mental Health Treatment Plan including transition, crisis and discharge planning;
= Discharge Summary;
¢ M. Maintenance of Service Records:
= Progress Notes;
e O. Minimum Reporting Requirements:
= Monthly Treatment and Progress Summary.
2. Progress notes for Group Therapy must be individualized for each group member and providers
must take care to guard the confidentiality of other group members in writing the note.
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FAMILY THERAPY

Definition

Regularly scheduled face-to-face interventions with a young adult
or youth and his/her family, designed to improve young adult or
youth/family functioning and treat the young adult or youth’s
emotional challenges. The family therapist helps the young adult
or youth and family increase their use of effective coping
strategies, healthy communication, and constructive problem-
solving skills. The therapist also provide psycho-education about
the nature of the young adult or youth'’s diagnosis. Frequently,
Family Therapy sessions are held in the course of on-going
Individual Therapy in order to provide opportunities for the
therapist to consult with the parent(s) or guardian(s) and review
progress toward goals. Family Therapy services are designed to
be time-limited with interventions reduced and then discontinued,
as young adult or youth/family are able to function more effectively.

Services Components

1. The young adult or youth almost always is present for family
therapy sessions. There are occasions where it is clinically
indicated that the young adult or youth not be present, the
reasons are documented in progress notes and monthly
progress summaries. Specific interventions may include:

a. Assist the family with developing and maintaining
appropriate structure within the home;

b. Assist the family to develop effective parenting skills and
child behavior management techniques;

c. Assist the family to develop increased understanding of
the youth/young adult's symptoms and problematic
behaviors, to develop effective strategies to address
these issues, and to build upon strengths;

d. Facilitate effective communication and problem solving
between family members; and

e. Facilitate effective communication between family
members and other community agencies; and

f.  Facilitate linkages to community supports and resources.

2. Interventions are evidence-based and tailored to address
identified young adult or youth and family needs. Services
are designed to promote healthy functioning and build upon
the natural strengths of the young adult or youth, family, and
community;

3. The provider must begin service within two (2) weeks of
referral and authorization unless otherwise indicated by the
MHCC. Specific services the therapist will provide include:

a. Access and review the CSP and all historical and
assessment data available in the young adult or youth’s
clinical record;

b. Meet with the young adult or youth and relevant family
members in order to engage them in the treatment
process and identify relevant issues, needs, and related
goals for treatment planning;

4. Involve other relevant parties in treatment planning (such as
psychiatric providers and extended family members) as
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indicated and with the permission of the young adult or family;

5. Implement, monitor, and adjust interventions as needed to
address needs and accomplish objectives and goals;

6. Conduct regular sessions to work with young adult or youth
and family members together to address goals and
objectives; and

7. Participating in phone consultation with the MHCC to promote
the integration of services across domains (home,
community) as needed; and

8. Assist with discharge planning in collaboration with the mental
health treatment team, including participation in transitional
therapy sessions if the family moves on to new.

Admission Criteria

All of the following criteria are met:

1. The identified young adult or youth meets SEBD Eligibility
criteria for CAMHD (See Appendix B-7), is registered with a
Branch and has an assigned MHCC,;

2. The CSP includes this service and measurable objectives for
outcomes of this service prior to admission; and

3. There is reasonable expectation that the young adult or youth
and family will benefit from this service, i.e., that family
therapy will remediate symptoms and/or improve functioning
in the home and community.

Initial Authorizations

The MHCC may authorization up to sixteen (16) units per month
for three (3) months.

The total time in Family and Individual Therapy sessions is not
expected to exceed three (3) hours a week. If more intensive
services are needed (beyond a temporary crisis), the family should
be referred to another service (e.g. MST, Intensive In-Home
Intervention or Functional Family Therapy).

Note: Telephone contacts and logistical planning/preparation are
included in the unit cost. There is no additional payment for phone
calls, travel time, wait time, no-shows, or cancellations.

Unit = fifteen (15) minutes

Re-Authorization

Reauthorization may be up to sixteen (16) units per month for
three (3) months with review and approval by the MHS1.

Any request for authorization beyond six (6) months must be
approved by the Clinical Psychologist.

Unit = fifteen (15) minutes

Continuing Stay Criteria

All of the following criteria must be met as determined by clinical
review of service documentation, plans and progress every three
(3) months following admission:
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1.

2.

3.

Services are being provided per CSP/MHTP as documented
in progress summaries and plan reviews;

Young adult or youth and family are willing to continue to
participate in the service;

There are regular and timely assessments and
documentation of young adult or youth/family’s response to
interventions. Timely and appropriate modifications to the
treatment plan are made that are consistent with the young
adult or youth/family’s status; and

4. Atleast one (1) of the following criteria must be met:

a. Young adult or youth is demonstrating progress, but goals
have not yet been met, there is reason to believe that
goals can be met with ongoing therapy services;

b. Minimal progress toward treatment goals has been
demonstrated and there is reason to believe that goals
can be met with ongoing therapy services;

c. Symptoms or behaviors persist at a level of severity that

was documented upon admission, and the projected time
frame for attainment of treatment goals as documented in
the treatment plan has not been reached. However, a
less restrictive level of care would not adequately meet
young adult or youth’s needs, and other more intensive
services are not considered appropriate at this time. The
treatment plan has been adjusted and there is reason to
anticipate improved response to the planned approaches;

d. New symptoms have developed, and the behaviors can

be addressed safely and effectively through outpatient
therapy services with an updated treatment plan; or

e. When service are being reviewed after more than six (6)

months of Family Therapy, the Clinical Psychologist has
determined that an appropriate, evidence-based
approach is being utilized and it is being provided with
adequate fidelity to the model.

Discharge Criteria

Young adult or youth and family are no longer in need of or eligible
for this level of service due to at least one (1) of the following:
1. Targeted symptoms have improved to a point where the

youth/young adult no longer requires this level of care as
documented by attainment of goals in the treatment plan;
Young adult or youth and family have demonstrated minimal
or no progress toward treatment goals for a three (3) month
period and appropriate modification of plans have been made
and implemented with no significant success, suggesting the
young adult or youth and family is not benefiting from family
therapy services at this time;

Young adult or youth exhibits new symptoms and/or which
cannot be addressed safely and effectively through Family
Therapy services;

Young adult or youth and family are not willing to continue
with the service and/or have revoked consent with no
imminent danger to self or others;
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5. The youth is no longer eligible for SEBD services. As part of
discharge, the MHCC will help coordinate transfer to
appropriate treatment services in the least disruptive manner
possible.

Service Exclusions 1. Not offered at the same time as all any Out-of-Home service,
Intensive In-Home or Multisystemic Therapy, Functional
Family Therapy, or Intensive Outpatient service, unless the
Family Therapy is specialized and designed to address a
specific and targeted problem area (e.g. sexual offending
behavior) is needed to augment other services. It can be
authorized with review and approval of the Clinical
Psychologist.

2. Family Therapy is not a stand-alone service, but is part of a
larger treatment plan and the young adult/youth and family
are actively engaged in treatment.

Clinical Exclusions Young adult or youth in need of immediate crisis stabilization
because of active suicidal, homicidal, or psychotic behavior. Once
stable, young adult or youth who otherwise meet the eligibility
criteria may be referred into this service.

Staffing Requirements:
1. Family Therapy services must be provided by personnel that meet one (1) of the following
requirements:
a. Credentialed by CAMHD as a Qualified Mental Health Professional (QMHP);
OR
b. Credentialed by CAMHD as a Mental Health Professional (MHP);
AND
c. Working under the supervision of a QMHP. The supervisor is expected to review all of the
supervisees work in detail.
2. Providers are to follow all applicable professional practice standards and ethical guidelines.

Clinical Operations
1. Direct service providers shall coordinate with family/significant others and with other systems of
care such as education, juvenile justice system, child welfare as needed to provide service.
2. Please see Section | General Standards for additional clinical operation requirements:
o D. Co-Occurring Disorders;
o F. Referral Process for Services:
» Referral Acceptance;
G. CAMHD Continuity of Care;
H. Staffing:
I. Supervision;
J. Evaluation of Staff Performance;
K. Credentialing Requirements;
N. Service Quality;
O. Minimum Reporting Requirements;
P. Risk Management:
= Criminal, Child Abuse, and Background Screening;
= Safety;
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= Restraints and Seclusion;
=  Sentinel Events and Incidents;
= Police.

Documentation
1. Please see Section | General Standards for documentation requirements:

o E. Service Planning:
» Mental Health Treatment Plan including transition, crisis and discharge planning;
= Discharge Summary;

e M. Maintenance of Service Records:
= Progress Notes;

e O. Minimum Reporting Requirements:
= Monthly Treatment and Progress Summary.
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J.

FUNCTIONAL FAMILY THERAPY

Definition

This is an evidenced-base family treatment system provided in a
home or clinic setting for youth experiencing one of a wide range of
externalizing behavior disorders (e.g., conduct, violence, drug
abuse) along with family problems (e.g., family conflict,
communication) and often with additional co-morbid internalizing
behavioral or emotional problems (e.g., anxiety, depression).

The goals of FFT are:

1. Phase I: Engagement of all family members and motivation
of the youth and family to develop a shared family focus to
the presenting problems;

2. Phase Il: Behavior change — target and change specific risk
behaviors of individuals and families; and

3. Phase lll: Generalize or extend the application of these
behavior changes to other areas of family relationships.

FFT services range from eight to twelve (8 to 12) one-hour
sessions for mild challenges, up to 30 hours of direct service (i.e.,
clinical sessions, telephone calls, and meetings involving
community resources) for more difficult situations, and are usually
spread over a three to six (3 to 6) month period. FFT can be
conducted in a clinic setting, as a home based model or as a
combination of clinic and home visits.

Services Offered

1. One (1)-to-two (2) hour therapy sessions with the clinician
and the youth/family scheduled one (1) or two (2) times per
week.

2. Phase Task Analysis — a systemic and multiphasic
intervention map used to identify treatment strategies.

3. Ongoing assessment of family functioning to understand the
ways in which behavioral problems function within the family.

4. The use of formal and clinical tools for model, adherence,
and outcome assessment.

5. Clinical Services System (CSS) — an implementation tool that

allows therapists to track the activities such as process goals,

essential to successful outcomes.

FFT therapist maintains collateral contacts with the MHCC.

FFT therapist develops a mental health treatment plan in

collaboration with the youth and family that includes a crisis

plan and a discharge plan.

8. Active, on-going treatment is based on measurable goals and
objectives that are part of the youth’s CSP and MHTP.

No

Admission Criteria

All of the following criteria are met:

1. The identified youth meets SEBD Eligibility criteria for
CAMHD (See Appendix B-7), is registered with a Branch and
has an assigned MHCC;

2. There must be a reasonable expectation that the youth and
family can benefit from FFT services within three to six (3 to
6) months;

3. The youth must have an adult/parental figure able to assume
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the long term parenting role and to actively participate with
FFT service providers for the duration of treatment;

4. The CSP identifies this service and measurable objectives for
outcomes of this service prior to admission; and

5. Youth are ages ten (10) through eighteen (18).

Initial Authorizations

Authorization may be up to ninety-six (96) units per day for one (1)
month at a time for three (3) months by MHCC.

Unit = fifteen (15) minutes

Re-Authorization

Re-authorization may be up to ninety-six (96) units per day for one
(1) month at a time for three (3) months with approval from MHS1.

Any request for re-authorization beyond six (6) months must be
approved by the Clinical Psychologist.

Unit = fifteen (15) minutes

Continuing Stay Criteria

All of the following criteria are met as determined by treatment
team review at least quarterly:

1. All admission criteria continue to be met;

2. Services/items are being provided as indicated in the CSP
and MHTP and there are regular and timely assessments and
documentation of youth/family response to services. Timely
and appropriate modifications are made to services and plan
as needed;

3. The youth continues to have specific needs that indicate that
Functional Family Therapy is the most appropriate means of
addressing those needs; and

4. There is a reasonable expectation that the youth will continue
to make significant progress within the next months toward
reaching the goals and objectives identified in the MHTP and
CSP.

Discharge Criteria

Youth is no longer in need of or eligible for services due to at least
one (1) of the following:

1. The youth no longer eligible for CAMHD services. As part of
discharge, the MHCC will help coordinate transfer to
appropriate treatment services in the least disruptive manner
possible;

2. The treatment team determines that service is no longer
needed as there is a decrease in the identified problematic
behavior and/or an increase in the developmentally
appropriate pro-social behavior in home and community
settings as documented in attainment of MHTP/CSP goals;

3. The youth/family no longer wants to participate in this service
and revokes consent with no danger to self or others;

4. Targeted symptoms and/or maladaptive behaviors have
abated to a level of severity which no longer requires this
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MHTP and CSP;

this time; or

level of care as documented by attainment of goals in the

5. Youth has demonstrated minimal or no progress toward
treatment goals for a two (2) month period and appropriate
modifications of the MHTP have been made and
implemented with no significant success and the CSP team
determines that the youth is not benefiting from this service at

6. Youth exhibits new symptoms and/or maladaptive behaviors
which cannot be safely and effectively addressed through this
service as determined by the CSP team.

Service Exclusions 1. FFT services cannot be provided at the same time as any
out-of-home service, except in cases where the youth has a
planned discharge from out-of-home care within thirty (30)
days. FFT can work with the youth and family for up to thirty
(30) days when the transition plan calls for FFT to aid in
family reunification following residential care.

2. FFT services cannot overlap with any Intensive In-Home or
Intensive Outpatient service.

referred for FFT services.

Clinical Exclusions 1. Youth for whom a primary long-term caregiver cannot be
identified despite extensive efforts to locate all extended
family, adult friends, and other potential surrogate caregivers;

2. Youth in need of immediate crisis stabilization because of
active suicidal, homicidal, or psychotic behavior. Once stable,
youth who otherwise meet the eligibility criteria may be

Staffing Requirements:
In addition to the staffing requirement listed in the general standards, these staff requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
staffing requirements will supersede the general standards.
FFT services must be provided by therapists who are CAMHD-credentialed MHPs.
Therapists must be supervised by an individual who is a CAMHD-credentialed QMHP.
Supervisors must have training and experience in providing family therapy.

All therapists and supervisors must have specialized training in Functional Family Therapy.

1.
2.

3.

Clinical Operations:
In addition to the clinical operation requirements listed in the general standards, these requirements
must also be followed. If the standards referenced here differ from those in the general standards,

these clinical operation requirements will supersede the general standards.

1. Service delivery must be preceded by a thorough assessment of the youth and their family so that

2.

3.

an appropriate and effective treatment plan can be developed.

Providers must have the ability to deliver services in a home setting; they may deliver some of the

services for each youth and family in a clinic setting.

The agency has policies that govern the provision of services in natural settings and that
document that the agency respects youths’ and families’ right to privacy and confidentiality when

services are provided in these settings.
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Contractor must have a QMHP that oversees all program staff is and responsible for all clinical

decisions made.

Staff must complete the required FFT training program from a licensed trainer of FFT services

prior to assignment of families/clients. In addition, staff must attend quarterly booster training

sessions.

Staff shall receive at a minimum one (1) hour of group supervision and one (1) hour of FFT

services telephone consultation per week.

The agency has established procedures/protocols in place for managing crises effectively and

efficiently through the direct interventions of its professional clinical and medical staff. Included in

these procedures is the handling of emergency and crisis situations that describe methods for
triaging youth who require more intensive interventions. Request for police/crisis hotline
assistance are limited to situations of imminent risk or harm to self or others.

Upon receipt of the referral packet from the MHCC the agency offering FFT services will assign a

therapist who must make face-to-face contact with the youth/family within seventy-two (72) hours

or notify MHCC of reasons why contact could not be made.

Each provider has policies and procedures governing the provision of outreach services, including

methods for protecting the safety of staff who engage in outreach activities.

These services include consultation with the youth, parents or other caregivers regarding behavior

management skills, dealing with treatment responses of the individual and other caregivers and

family members, and coordinating with other treatment providers.

Services are individually designed for each family, in full partnership with the family, to minimize

intrusion and maximize independence. Services are normally more intensive at the beginning of

treatment and decrease over time as the individual and/or family’s strengths and coping skills
develop.

FFT services must be flexible with the capacity to address concrete therapeutic and environmental

issues in order to stabilize a crisis situation as soon as possible. Services are evidence-based,

family-focused, active and rehabilitative, and delivered primarily in the individual’s home or in a

clinic. Services are initiated when there is a reasonable likelihood that such services will lead to

specific, observable improvements in the youth and family’s functioning.

The majority of services, sixty percent (60%) or more, are provided face-to-face with the youth and

their families and eighty percent (80%) of all face-to-face services are delivered in non-clinic

settings over the authorization period.

The agency must have an FFT organizational plan that addresses the following:

a. Description of the particular family preservation, coordination, crisis intervention and
wraparound services models utilized, types of intervention practiced, and typical daily
schedule for staff;

b. Description of the staffing pattern and how staff are deployed to ensure that the required staff-
to-youth ratios are maintained, including how unplanned staff absences, illnesses, etc. are
accommodated,;

c. Description of the hours of operation, the staff assigned and types of services provided to
youth, families, parents, and/or guardians; and

d. Description as to how the plan for services is modified or adjusted to meet the needs
specified in each youth’s individual plan.

The Contractor must do a Summary Annual Assessment for SEBD eligible youth in their care at

the time the annual assessment is due on youth who have received at least three (3) months of

services from the Contractor. See Summary Annual Assessment performance standards in

Section II, Part D.

Please see Section | General Standards for additional clinical operation requirements:

e D. Co-Occurring Disorders;
o F. Referral Process for Services:
= Referral Acceptance;
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G. CAMHD Continuity of Care;
H. Staffing;
I. Supervision;
J. Evaluation of Staff Performance;
K. Credentialing Requirements;
N. Service Quality;
O. Minimum Reporting Requirements;
P. Risk Management:
= Criminal, Child Abuse, and Background Screening;
= Safety;
= Restraints and Seclusion;

Sentinel Events and Incidents;
Police.

Documentation

In addition to the documentation requirements listed in the general standards, these requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
documentation requirements will supersede the general standards.

1.

2.

3.

FFT therapists must complete an intake and assessment form upon assignment of youth/family to
FFT services.
FFT therapists must complete “Case Consultation summary forms” weekly for case review during
group supervision and FFT case consultation sessions.
FFT therapists must provide MHCC with a thirty (30) day written notice of intent to discontinue
services.
FFT therapists must provide the MHCC with a copy of MHTP goals or overarching goals so the
FGC has in the youth’s record what the provider goals are.
Please see Section | General Standards for additional documentation requirements:
o E. Service Planning:
= Mental Health Treatment Plan including transition, crisis and discharge planning;
= Discharge Summary;
e M. Maintenance of Service Records:
= Progress Notes;
e O. Minimum Reporting Requirements:
= Monthly Treatment and Progress Summary.
Provider must complete all documentation requirements specific to FFT.
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K.

PARENT SKILLS TRAINING

Definition

The teaching of evidenced base behavior management
interventions to parents or caregivers in order to develop effective
parenting styles. These interventions are designed to promote
more competencies in the parent/caregiver’s ability to manage the
youth’s behavior. The focus of training is on the parent and
adjusting their responses to the youth. Parent Skills Training can
occur in the home or community and be comprised of groups or
individuals with or without the youth present. Parent Skills Training
may be offered to the primary caregiver even if the youth is being
served in an out-of-home service. In this case, the training is
offered in anticipation of the youth’s return.

Services Components

The core component of Parent Skills Training is intended to
improve the parents’ behavior management skills. Examples of
such skills include: giving effective directives, the use of preventive
and corrective teaching, using differential attention, teaching self-
control, utilizing positive behavioral supports and effective praise,
etc. Training is provided by parent educators (not necessarily
therapists) and can utilize many teaching tools such as: skills
manuals for parents, video taped modeling, homework
assignments and didactic lessons.

Admission Criteria

All of the following criteria are met:

1. The identified youth meets SEBD Eligibility criteria for
CAMHD (See Appendix B-7), is registered with a Branch and
has an assigned MHCC;

2. The CSP includes this service and measurable objectives for
outcomes of this service prior to admission;

3. Youth must be between the ages of three (3) and sixteen
(16);

4. The parent(s) need support in learning to respond to their
child’s behavior in a manner that promotes the child’s ability
more effectively regulate his/her emotions/behavior; and

5. There must be a reasonable expectation that the parent(s)
have the ability and motivation to initiate changes in their
parenting style and can benefit from six to twelve (6 to 12)
Sessions;

Initial Authorizations

Authorization may be up to forty-eight (48) units for the month by
the MHCC.

Unit = fifteen (15) minutes

Re-Authorization

Reauthorization may be up to thirty-two (32) units per month with
approval of the Clinical Director, Clinical Psychologist or MHS1.

Unit = fifteen (15) minutes

Continuing Stay Criteria

One (1) of the following criteria must be met as determined by
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clinical review of service documentation, plan and progress:

1. Parent has shown ability to grasp concepts and initiate
changes in parenting style, but needs some additional
assistance;

2. Parent has had absence from instruction due to health or
unexpected childcare responsibilities, but is actively involved
with treatment; or

3. Cognitive limitations of parent and/or literacy issues
determine the need for repetitive learning and individualized
instruction.

Discharge Criteria The parent/caregiver is no longer in need of or eligible for services
due to at least one (1) of the following:

1. The youth/family is no longer eligible for SEBD services. As
part of discharge, the MHCC will help coordinate transfer to
appropriate treatment services in the least disruptive manner
possible; or

2. Completion of Parent Skills Training module.

Service Exclusions 1. Parent Skills Training is not a stand-alone service, but is part
of a larger treatment plan and the young adult/youth and
family are actively engaged in treatment.

Clinical Exclusions 1. Parents are unavailable to or unwilling to participate in or
benefit from instruction.

Parent’s mental disorder is significantly impeding instruction.
Parental substance abuse is rendering them unavailable to
instruction.

w N

Staffing Requirements:
In addition to the staffing requirement listed in the general standards, these staff requirements must
also be followed. If the standards referenced here differ from those in the general standards, these
staffing requirements will supersede the general standards.
1. Parent Skills Training services shall be provided by personnel meeting one (1) of the following
requirements:
a. Credentialed by CAMHD as a Qualified Mental Health Professional (QMHP);
OR
b. A Parent Partner of HFAA Parent Partners working in frequent supervisory consultation with a
credentialed QMHP from CAMHD;
OR
c. Credentialed by CAMHD as a Mental Health Professional (MHP);
AND
d. Working under the supervision of a QMHP above. The supervisor is expected to review all of
the supervisees work in detail.
2. Providers are to follow all applicable professional practice standards and ethical guidelines.

Clinical Operations

In addition to the clinical operation requirements listed in the general standards, these requirements
must also be followed. If the standards referenced here differ from those in the general standards,
these clinical operation requirements will supersede the general standards.
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Parent Skills Training program must be provided under the supervision and guidance of a QMHP.
Service must be preceded by an intake and assessment of the parent/caregiver(s) prior to the
beginning of the skills training. This assessment will lead to matching of the parent/caregiver to
group suited to their needs.
3. Provider is to follow all applicable professional practice standards and ethical guidelines.
4. Parent Trainer must receive at least twelve (12) hours of orientation utilizing an Evidenced Based

operationalized Parent Training Approach.
4. Please see Section | General Standards for additional clinical operation requirements:

e D. Co-Occurring Disorders;
o F. Referral Process for Services:

= Referral Acceptance;
G. CAMHD Continuity of Care;
H. Staffing:
I. Supervision;
J. Evaluation of Staff Performance;
K. Credentialing Requirements;
N. Service Quality;
O. Minimum Reporting Requirements;
P. Risk Management:

= Criminal, Child Abuse, and Background Screening;
Safety;
Restraints and Seclusion;
Sentinel Events and Incidents;
Police.

N =

Documentation
1. Please see Section | General Standards for additional documentation requirements:

e E. Service Planning:
= Discharge Summary;

¢ M. Maintenance of Service Records:
= Progress Notes;

e O. Minimum Reporting Requirements:
= Monthly Treatment and Progress Summary.

Page 273
Support for Emotional and Behavioral Development
Parent Skills Training



INTERAGENCY PERFORMANCE STANDARDS AND PRACTICE GUIDELINES

L. TREATMENT/SERVICE PLANNING PARTICIPATION

Definition

Treatment/service planning participation is the development,
review, and modification of a MHTP, CSP, Crisis Plan,
Discharge/Transition Plan, and other interagency treatment/service
plans when specifically requested by the MHCC and is provided by
a CAMHD Clinician.

Services Components

This service includes all of the following:

1. Attendance and active participation at a multi-disciplinary
treatment/service planning conference;

2. Providing an organized presentation of pertinent information
related to mental health issues;

3. Participation in the formulation of plans for mental health
services, including but not limited to the identification of goals,
measurable objectives, and interventions based on young
adult or youth/family needs;

4. Documented signature of attendance on treatment/service
plan;

5. Progress note written and placed in young adult or youth’s
clinical record documenting the nature of the provider’s
participation in the meeting; and

6. Signed and dated copy of the treatment/service plan placed in
the young adult or youth'’s clinical record.

Admission Criteria

All of the following criteria are met:

1. The identified young adult or youth meets SEBD Eligibility
criteria for CAMHD (See Appendix B-7), is registered with a
Branch and has an assigned MHCC; and

2. The MHCC identifies that participation of the CAMHD clinician
in the treatment/service planning conference would be
clinically beneficial.

Initial Authorizations

Authorization for a CAMHD Clinician may not exceed eight (8)
units by the MHCC.

Discharge Criteria

Completion of the treatment plan or participation no longer needed
to complete plan.

Staffing Requirements

1. Treatment/service planning participation must be provided by personnel that meet one (1) of the

following requirements:

a. CAMHD employee credentialed by as a Qualified Mental Health Professional (QMHP);

OR

b. CAMHD employee credentialed by as a Mental Health Professional (MHP);

AND

c. Working under the supervision of a QMHP above. The supervisor is expected to review all
work in detail and to have ultimate responsibility for the supervisee’s work.
2. Providers are to follow all applicable professional practice standards and ethical guidelines.
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Documentation
1. Progress note written and placed in young adult or youth'’s clinical record documenting the nature
of the clinician’s participation in the meeting.
2. Signed and dated copy of the treatment/service plan placed in the young adult or youth’s clinical
record.
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M.

EDUCATIONAL PLANNING (IEP) PARTICIPATION

Definition

Attendance and active participation in multi-disciplinary educational
planning meetings, including the development, review, and
modification of an IEP, or other education related plan when
specifically requested by the CAMHD MHCC and is provided by a
CAMHD Clinician.

Services Components

This service includes all of the following:

1. Attendance at a multi-disciplinary educational planning

conference;

2. Providing an organized presentation of pertinent information

related to mental health issues;

3. Participation in the formulation of plans for educationally-
related mental health services, including but not limited to the
identification of goals, measurable objectives, and
interventions based on young adult or youth/family needs;
Documented signature of attendance on the education plan;
Progress note written and placed in young adult or youth’s
clinical record documenting nature of mental health related
participation; and
6. Signed and dated copy of the education plan placed in the

young adult or youth’s clinical record.

ok

Admission Criteria

All of the following criteria are met:

1. The identified young adult or youth meets SEBD Eligibility
criteria for CAMHD (See Appendix B-7), is registered with a
Branch and has an assigned MHCC; and

2. The MHCC identifies that participation of the CAMHD clinician
in the education planning conference would be clinically
beneficial.

Initial Authorizations

Authorization for a CAMHD Clinician may not exceed eight (8)
units by the MHCC.

Discharge Criteria

Participation at the educational planning meeting is concluded or
the participation of the clinician is no longer needed to complete
the educational plan.

Staffing Requirements:
1. IEP/MP educational planning participation must be provided by personnel that meet one (1) of the
following requirements:
CAMHD employee credentialed by as a Qualified Mental Health Professional (QMHP);

a.

b.

OR

CAMHD employee credentialed by as a Mental Health Professional (MHP);

AND

Working under the supervision of a QMHP above. The supervisor is expected to review all
work in detail and to have ultimate responsibility for the supervisee’s work.
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Documentation
1. Progress note written and placed in young adult or youth'’s clinical record documenting the nature
of the clinician’s participation in the meeting.
2. Signed and dated copy of the IEP plan placed in the young adult or youth’s clinical record.
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N.

SCHOOL CONSULTATION

Definition

Consultation of a mental health professional with regular and
special education teachers, school administrators and other school
personnel regarding the behavioral management of a young adult
or youth within the school setting. School consultation is
authorized by the MHCC when requested by or agreed upon by
the school, in collaboration with the young adult or youth’s team.
This service is provided by a CAMHD Clinician.

Services Components

1.

School consultation is a collaborative process, which serves
to improve the link between a young adult or youth’s MHTP
and his/her IEP. School consultation provides additional
clinical support to help the school maintain a young adult or
youth in the most natural, least restrictive school program that
is able to meet the young adult or youth’s needs;

School consultation facilitates communication between school

personnel and mental health providers, between home and

school, as well as between various school staff, such as
between regular and special educators. While the focus of
consultation is on behavioral management issues, it can

include organizational management of the classroom (e.g.,

seating arrangements, and scheduling) to boost the efficacy

of inclusion of children with disabilities;

The mental health professional can provide general and

intervention-specific information on particular mental health

diagnoses (e.g., Attention-Deficit/Hyperactivity Disorder,

Tourette Disorder) as well as certain mental health variables

(e.g., emotional dysregulation, poor achievement motivation,

lack of social skills) and their potential impact on classroom

performance;

School consultation generally includes a face-to-face contact

by the mental health professional with a teacher,

administrator or other school personnel for the purpose of
sharing information and facilitating communication. The
contact may be made by phone if the school visitation is not
feasible and the goals of that consultation can be
accomplished long-distance (e.g., helping a teacher fine-tune

a behavior management plan);

The following responsibilities of the school consultant are

important to insure collaboration and efficacy:

a. Obtain parental consent to visit the school and share
information with school personnel,

b. Access and review pertinent educational and mental
health data available in the young adult or youth’s clinical
record;

c. Adhere to school protocols regarding rules and
responsibilities on school campus;

d. Conduct classroom observation(s), if needed, to witness
young adult or youth’s functioning in the school setting;
and
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e. Hold consultation meeting(s) with appropriate school
personnel to discuss specific issues/interventions related
to the young adult or youth’s school performance, to
provide specific recommendations, and to follow-up on
the results of recommendations;

6. Complete a progress note within twenty-four (24) hours of any
contact; and

7. A summary report of finding and recommendation is
submitted to the appropriate school personnel as well as the

MHCC.

Admission Criteria All of the following criteria are met:

1. The identified young adult or youth meets SEBD Eligibility
criteria for CAMHD (See Appendix B-7), is registered with a
Branch and has an assigned MHCC;

2. The MHCC, in collaboration with the young adult or youth’s
treatment team, decides that delivery of school consultation
by a CAMHD clinician would be clinically beneficial and the
school agrees to the service; and

3. Appropriate school personnel request the delivery of school
consultation by the CAMHD clinician and the Mental Health
Care Coordinator agrees.

Initial Authorizations Authorization for a CAMHD clinician may not exceed eight (8) units
by the MHCC.

However, an additional unit will be allowed if classroom
observations are conducted.

Discharge Criteria A consultation report is completed and placed in the young adult or
youth'’s clinical record, reflecting issues and treatment strategies
discussed.

Staffing Requirements
1. Whenever possible, school consultation services shall be provided by a mental health
professional who is familiar with the young adult or youth and the young adult or youth'’s family. In
addition to having training and/or experience with behavioral management strategies and
interfacing with schools, personnel must meet one (1) of the following requirements:
a. CAMHD employee credentialed by as a Qualified Mental Health Professional (QMHP);
OR
b. CAMHD employee credentialed by as a Mental Health Professional (MHP);
AND
c. Working under the supervision of a QMHP above. The supervisor is expected to review all of
the supervisees work in detail, and to have full responsibility for the work.

Documentation
1. Progress note written and placed in young adult or youth’s clinical record documenting the nature
of the provider’s consultation activities.
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2. A summary report is completed, sent to the MHCC, and placed in the young adult or youth’'s
clinical record, reflecting issues and behavior management strategies discussed, as well as school
personnel’s receptivity to the consultation intervention within two weeks of service.
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O.

CASE CONSULTATION

Definition

Consultation by a mental health professional who has a particular
area of expertise. The MHCC authorizes case consultation when
requested by or agreed upon by the young adult or youth'’s clinical
treatment team. This is provided by a CAMHD clinician.

Services Components

1.

Case consultation provides additional clinical support to help
a young adult or youth’s CSP/MHTP) team provide
appropriate treatment to a young adult or youth and his or her
family. Case consultation may help the team: develop a clear
and useful clinical formulation of the young adult or youth's
difficulties, obtain the evidence-based treatment interventions
that are most likely to be effective, or develop a
comprehensive plan to serve the young adult or youth in the
most natural, least restrictive treatment setting (i.e. prevent
movement to a higher level of care, step-down from a hospital
level of care, facilitate successful family reunification, etc.);
Case consultation facilitates communication among members
of the multi-disciplinary treatment team and helps team
members develop a shared understanding of the young adult
or youth and his/her family, the challenges they face, and the
long-term plan for helping them function independently of
CAMHD services;
The case consultant can provide general and intervention-
specific information on particular mental health diagnoses
(e.g., Attention-Deficit/Hyperactivity Disorder, Tourette
Disorder) as well as certain mental health variables (e.g.,
emotional dysregulation, poor achievement motivation, lack of
social skills) and their potential impact on the young adult or
youth’s functioning;
The case consultant can provide information about a
specialized, psychosocial or psychopharmacological
evidence-based treatment approach and how it might be
implemented in a specific young adult or youth’s case;
The case consultant can review the behavior management
plan being used with a young adult or youth in a treatment
setting and make recommendations for improving it;
Case consultation generally includes a face-to-face contact
by the mental health professional with members of the team
for the purpose of sharing information and facilitating
communication. The contact may, however, be made by
phone if a face-to-face meeting is not feasible and the goals
of the consultation can be accomplished long-distance (e.g.,
helping the team locate a therapist who can provide a specific
evidence-based service);
The following responsibilities of the case consultant are
important to ensure collaboration and efficacy:
a. Access and review pertinent mental health data available
in the young adult or youth’s clinical record;
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b. Discuss the team’s concerns and how they can be
addressed with the MHCC and/or other members of the
young adult or youth’s team;

c. Hold consultation meeting(s) with appropriate clinical
personnel or other team members to discuss specific
issues/interventions related to the young adult or youth’s
treatment, to provide specific recommendations and to
follow-up on the results of recommendations with written
consultation summary report; and

d. Complete a progress note within twenty-four (24) hours
of any contact.

Admission Criteria

All of the following criteria are met:
1. The identified young adult or youth meets SEBD Eligibility

criteria for CAMHD (See Appendix B-7), is registered with a
Branch and has an assigned MHCC; and

The MHCC, in collaboration with the young adult or youth’s
treatment team, decides that Case Consultation by a CAMHD
clinician would be clinically beneficial.

Initial Authorizations

Authorization for a CAMHD clinician may not exceed eight (8) units

by the MHCC.

Unit = fifteen (15) minutes

Discharge Criteria

A consultation report is completed and placed in the young adult or
youth'’s clinical record, reflecting issues and treatment strategies

discussed.

Staffing Requirements:

1. Case consultation services shall be provided by a mental health professional who can provide
specialized expertise in a clinical area that is relevant to the needs of the young adult or youth
and/or the young adult or youth’s family. In addition to having training and/or experience with
behavioral management strategies and mental health treatment, personnel must meet one (1) of

the following requirements:

a. CAMHD employee credentialed by as a Qualified Mental Health Professional (QMHP);

OR

b. CAMHD employee credentialed by as a Mental Health Professional (MHP);

AND

c. Working under the supervision of a QMHP, as above. The supervisor is expected to review
all of the supervisees work in detail, and to have full responsibility for the work.

Documentation

1. Progress note written and placed in young adult or youth’s clinical record within twenty-four (24)
hours of service documenting the nature of the provider’'s consultation activities.
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2. A consultation report is completed, sent to the MHCC, and placed in the young adult or youth’s
clinical record, reflecting issues and behavior management strategies discussed, as well as
treatment team’s receptivity to the consultation intervention within two (2) weeks of service.
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P. FAMILY COURT TESTIMONY

Definition

Participation in a State of Hawaii Family Court hearing at the may
include, but is not be limited to, sharing information about the
young adult or youth’s psychosocial history, diagnostic assessment
and formulation, treatment planning/recommendations, and
therapeutic progress. Participation can include oral testimony
and/or the preparation of a written report. This participation is
intended to ensure that the court has access to all relevant
information needed for proper decision-making and is authorized
by the MHCC and is provided by a CAMHD clinician.

Services Components

1. Attend the Family Court hearing to give oral testimony, as
requested by the MHCC to present relevant information for
the court’s consideration;

2. Court report writing by the clinician as needed for the court
hearing. Note: Monthly Progress and Summary reports,
provider’s progress notes, clinical evaluations, other existing
reports do not suffice;

3. Reports shall be made available to the MHCC for review
twelve (12) working days prior to the court hearing; and

4. Whether written or oral testimony clinical recommendations
are to be based on the presenting needs of the young adult or
youth and family, and are consistent with the Hawaii CASSP
principles. Recommendations shall reflect structure and
supports young adult or youth needs rather than specify
specific services (i.e., young adult or youth requires day
treatment services).

Admission Criteria

All of the following criteria are met:

1. The identified young adult or youth meets SEBD Eligibility
criteria for CAMHD (See Appendix B-7), is registered with a
Branch and has an assigned MHCC;

Young adult or youth has a scheduled court hearing; and
The MHS1 and MHCC identifies that participation by a
CAMHD clinician would be helpful to the court in
understanding the young adult or youth’s case.

w N

Initial Authorizations

Authorization for a CAMHD clinician may not exceed eight (8) units
by the MHCC.

Unit = fifteen (15) minutes

Discharge Criteria

This service delivery ends at the completion of the court hearing
for the scheduled day, or when the MHCC/MHS1 accepts the
requested court report.

Staffing Requirements:

1. Whenever possible, court testimony services shall be provided by a mental health professional
who is familiar with the young adult or youth and the young adult or youth’s family. In addition to
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having training and/or experience with b